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\merican syphilologists, justly proud of the syphilis investigation 
conducted in the United States by the Cooperative Clinical Group and 
the United States Public Health Service, will be interested to know 
something of the history of this really epoch-making international and 
national evaluation of the treatment of syphilis. The American study 
was an offshoot and amplification of a planned investigation Ly a 
special commission of the League of Nations Health Organization set 
in motion in October 1925 at Geneva, Switzerland. The forward look- 
ing policy of the league with reference to the collection of records of 
treatment of syphilis from ninety-four representative clinics of the five 


participating nations made possible and directly encouraged the inde- 
pendent working up of material by each nation. It was with this 
understanding and with records from American cooperating clinics 
amplified from the forms proposed by the League of Nations that the 
material for investigation by the American Cooperative Clinical Group 


was gathered. 

Read at the Fifty-Ninth Annual Meeting of the American Dermatological 
\ssociation, Inc., Swampscott, Mass., June 5, 1936. 

This paper is a part of a symposium on syphilis presented at the annual meet- 
ing of the American Dermatological Association. The discussion on the symposium 
will be published at the end of the series. 

Material was made available by the syphilis clinics of the Western Reserve 
University, the Johns Hopkins University, the Mayo Clinic, the University of 
Pennsylvania and the University of Michigan through the Cooperative Clinical 
Group, including Harold N. Cole, M.D., Joseph Earl Moore, M.D., Paul A. 
O’Leary, M.D., John H. Stokes, M.D., Udo J. Wile, M.D., for the Cooperating 
Clinics and Thomas Parran Jr., M.D., R. A. Vonderlehr, M.D., and Lida J. 
'silton, M.A., representing the United States Public Health Service. 


The complete report appears in Venereal Disease Information, March 1937 
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IMPORTANT CONCLUSIONS OF THE LEAGUE REPORT? 

Many interesting and important comparisons can be drawn between 

the work of Martenstein, who evaluated single handed the internationa| 
material gathered by the league, which consisted of 15,333 cases, and 
the material of the Cooperative Clinical Group on early syphilis, based 
on the study of 3,244 cases in the United States. In the main the con- 
clusions of the report of the league’s commission, based on Marten- 
stein’s findings, is confirmatory of American experience. To American 
students its statements with reference to continuous and intermittent 
systems of treatment will, in view of the emphasis placed by the 
American group on continuity, be specially scrutinized. It is impor- 
tant, therefore, while one accepts the high rank accorded to continuous 
treatment by Martenstein’s résumé with perhaps a sense of gratification, 
to realize that the statistical sky in this direction is not wholly unclouded. 
The basis for classification is apparently different in the two blocks of 
material, and Martenstein has come to the conclusion that the only 
basis for a completely valid comparison of continuous and intermittent 
treatment would require the collection of a mass of new data. The 
differences in the basis for classification of these two systems of treat- 
ment as reported by the league might escape even a careful reading, 
and they were fully revealed only as a result of a conference with 
Professor Martenstein and Colonel Harrison. Martenstein stated in a 
personal communication : 
In the continuously treated cases the poorly treated ones (or not regularly 
treated) were separated out before-hand and:appear as “partly continuous, partly 
intermittently treated” with particularly bad results. Such a selection was not 
made as said before in the “intermittently treated cases.” 

Although this selection makes any attempt at comparison between 
the two systems on our part invalid, it permits a definite statement as 
to the actual value of continuous treatment as such based on observa- 
tion of a fairly substantial number of cases. By contrasting the results 
with those obtained in patients who failed to follow the scheduled plan 
of continuous treatment and were thus thrown into the category receiv- 
ing partly continuous and partly intermittent treatment, the danger of 
introducing purposeless rest periods into a continuous scheme is made 
apparent. An objection which was raised by the league investigation 
as to the superiority of the results of continuous treatment appearing 
in the American figures as well as in those reported by the League of 
Nations on the score that the periods of observation were insufficient 
has been met in part by a report here given on additional material from 
the Cooperative Clinical Group made possible through recent reexami- 


nation of patients. 


1. Martenstein, Hans: Syphilis Treatment: Enquiry in Five Countries, Quart 
3ull. Health Organ., League of Nations 4:129 (March) 1935. 
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NTIAL SIMILARITY BETWEEN INTERMITTENT TREATMENT AS 
DESCRIBED BY THE LEAGUE AND AMERICAN 
CONTINUOUS TREATMENT 
e League of Nations has published data not alone on an Ameri- 
pe of continuous but on a British and Danish intermittent system 
eatment. The dosage and intervals in the scheduled intermittent 
1 properly raise a question to which the league suggests the pos- 
tv of an affirmative answer, i.e., whether a continuous and an 
mittent system can be made to approach each other in effect by 
er spacing and dosage of heavy metal, especially bismuth. It is 


important, therefore, for those who read the recommendations of the 


league regarding an intermittent system to realize that it is not an Ameri- 
can type of intermittent treatment to which these recommendations refer. 
[It is an altogether different and more intensive type of intermittent 
system, which should be followed exactly, schedule in hand, if it is 
to give results comparable with those obtained with continuous treat- 
ment as carried out in the United States. The intermittent system 
described by the League of Nations delivers so much more treatment 
- unit of time that it compensates for, if it does not actually necessi- 

, rest periods. The practitioner therefore is urged to proceed with 
system or the other as by chart and not to attempt the duplication 

of results with modifications that may give the advantage of neither. 


DEFECTS IN CLINICAL PRACTICE DISCLOSED BY THE 
LEAGUE REPORT 

\dditional points of interest to clinicians throughout the world in 
Martenstein’s report include the inescapable evidence that many chiefs 
do not know that the schedules and methods of treatment which they 
believe are being employed in their clinics are not enforced. There 
is evidence, moreover, that throughout the world in a considerable pro- 
portion of cases, amounting to not less than one in every eight and 
reaching at times as high as 20 per cent of syphilis material in clinics, 
adequate dark field examination and serologic procedure for the diag- 
nosis of early syphilis are not carried out. If this is true of the sup- 
posedly best organizations now in existence, what must one estimate 
for the less effectively organized? 

In examination of the spinal fluid American clinics participating in 
the international investigation lead the world. So far below even a 
reasonable standard in this particular point were the clinics of the other 
participating countries that it was impossible to introduce into the 

gue report a satisfactory evaluation of the control of asymptomatic 
neurosyphilis by the various methods of treatment employed in cases 
of early syphilis or to define the course of asymptomatic neurosyphilis 


leag 
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under treatment. The responsibility for the evaluation of the effect of 
treatment for early syphilis on symptomatic and asymptomatic neuro- 
syphilis must, for the time being, then, fall primarily on observers jy 
the United States. 


MISCELLANEOUS ITEMS OF INTEREST; REINFECTIONS; REACTIONS 

Among other interesting items in the international report there 
should be recorded the frequency of reinfection reported from Danish 
clinics, a fact the significance of which is complicated by the difficulty 
of distinguishing reinfection from chancre redux. 

Among reactions to treatment, jaundice stood markedly higher in 
Great Britain than in any other country. A notable failure on the part 
of all nations to give proper weight to, or record, minor reactions which 
may seriously influence the patient’s amenability to treatment was 
observed in the international material as well as in that from the 
United States. Continuous treatment was definitely shown not to be 
responsible for a larger proportion of jaundice and dermatitis through- 
out the nations in which data on continuously treated patients were 
collected. 


EXTENDED COOPERATIVE CLINICAL GROUP STUDIES SUGGESTED BY 
LEAGUE FINDINGS; COMMENT; SUPERIORITY OF CON- 
TINUOUS TREATMENT 

The discussion by the commission of the League of Nations at 
Zurich, Switzerland, in 1934 clearly indicated the desirability of extend- 
ing American studies of continuous treatment in early syphilis in order 
to set at rest the doubts of Continental clinicians as to the worth of 
the continuous procedure. The suggestion that the American system 
of continuous treatment produced a fallacious showing of good results 
through short periods of observation has already been answered by a 
study of the American two to ten year observation material. This 
study reemphasizes the conclusion that continuous treatment is, even 
under prolonged observation, superior to average intermittent treatment 
as carried out in the United States. In order to make the renewed 
study here reported more thoroughly critical, the serologic results 
obtained by the continuous and the intermittent system were differen- 
tiated into two groups, the first comprising the results in the first three 
months of treatment, when continuous and intermittent procedures are 
almost identical, and the second including results obtained after the 
third month, at which point continuous and intermittent systems of 
treatinent definitely part company as to technic. 

From this critical reexamination of the serologic results obtained 
in the United States in treatment of early syphilis it appears that the 
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iction of a rest period of one month or more during the first 

treatment of early syphilis reduces the number of negative 
cic reactions obtained between the fourth and the twelfth month 
a best result of 68 per cent to one of 40 per cent. Twice as many 
ts show a delay in return of the Wassermann reaction of the 
to negative under intermittent as under continuous treatment 
and 11.6 per cent, respectively). 


\CTION INCIDENCE IN CONTINUOUS AND IN INTERMITTENT 
TREATMENT}; GENERAL CONSIDERATIONS 
[he second topic on which further study and interpretation of the 
continuous system was deemed desirable by the commission of the 
ue is that of possible increased reaction-producing tendency. It 


1@a? 


to be realized a priori that any attempt to make an intermittent 
system of treatment approximate the effect of a continuous one by 


means of increased dosage with storage is as likely to lead to an increased 
reaction tendency as is the prolongation without rest interval character- 
stic of the continuous system. It has, moreover, been shown that the 
urve of elimination of the arsphenamines in animals * improves rather 
than decreases with repeated injection of the drug. Those familiar with 
the hyperintensive system described by Southard and Solomon which 
preceded the use of tryparsamide will recall the extraordinary tolerance 
exhibited by patients treated by these heroic methods. McFarland,’ in 
studying the effect on the kidney of treatment for syphilis, showed that 
the tolerance of the kidney for a specific irritant, such as mercury, 
seemed to increase rather than diminish with the use of the drug and 
that any abnormalities in the urine that seemed to indicate serious renal 
reaction proved to have little significance in view of the reserve resources 
of the renal structure. Therefore, prolongation of treatment with con- 
tinuity of medication does not necessarily lead to unsatisfactory toler- 
ance or elimination. The reexamination of the Cooperative Clinical 
Group's material on reactions caused by treatment brought out addi- 
tional reasons for considering that reactivity is not a function either 
of continuity or of prolongation of treatment or an objection to treat- 
ment as such. The study of Cole* and his collaborators of reaction 
experience as reported by the Cooperative Clinical Group clearly indi- 
ated that grave and fatal accidents occur early in the course of treat- 
ment, usually after the first four to six injections of an arsenical and 

2. Underhill, F. P., and Dimick, A.: Distribution of Arsenic in the Tissues 
\fter Serial Administration of Neoarsphenamine, Am. J. Physiol. 84:56, 1928. 

3. McFarland, A. R.: The Effect on the Kidney of Treatment for Syphilis, 
\m. J. M. Se. 167:477, 1924. 

4. Cole, H. N., and others: Cooperative Clinical Studies in: the Treatment 
f Syphilis: Arsenical Reactions, Ven. Dis. Inform. 14:173 (Aug.) 1933. 
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hence are probably less a function of continuity than of idiosyncrasy 
or special predisposition. The gravest reactivity of the patient, there- 
fore, is not to the system of treatment but to any treatment, and once 
his tolerance of treatment is established, intermittence or continuity has 
relatively little effect on the issue. It is conceded that these statements 
cannot be extended to minor reactions on account of the shortcomings 
of all clinics concerned in the recording of these incommoding and hence 
highly undesirable, though not serious or fatal, types of reaction. 

Icterus and Dermatitis—The observations on jaundice recorded in 
the report of the league, as well as reviews of the problem by American 
authors, seem to justify the belief that icterus and injury to the liver 
are so markedly affected by some predisposing or intercurrent factor 
of a regional or seasonal and possibly epidemic character that in the 
present state of knowledge icterus cannot be used as a satisfactory gage 
of the reaction tendency of any system of treatment. In the study 
made by the league the incidence of jaundice was notably high in 
Great Britain, a nation employing an intermittent system, and notably 
low in two other nations also employing intermittent systems. Exfolia- 
tive dermatitis also is a reaction not merely to mass or prolongation of 
treatment but to complicating idiosyncrasy and allergic and infectious 
factors. 

Reexamination of Data on Reaction—In a reexamination of the 
data on reaction furnished by the Cooperative Clinical Group for the 
present paper for the purpose of throwing light on comparative reactiv- 
ity under continuous and intermittent systems, reports on patients 
observed for two years and treated for at least one year were used. The 
first three month period was differentiated from the subsequent period 
of treatment and observation as in the comparison of serologic results, 
as intermittent and continuous systems are practically identical in the 
first three months. The results of this study indicate that the actual 
incidence of severe reaction under continuous as compared with inter- 
mittent treatment after the third month is practically identical—1.8 in 
1,000 injections for continuous and 1.9 in 1,000 injections for intermit- 
tent treatment. Hence we believe it reasonably safe to conclude that 
in ultimate severe reaction-producing effect there is no significant differ- 
ence between continuous and intermittent treatment. 

In still further weighing of the question of reaction it is well also 
to recall the demonstration of Cole and his collaborators * that reac- 
tivity in and of itself need rarely be a serious factor in system selection 
if reasonable skill and care are exercised in modifying treatment to 
meet specific reaction tendencies in the patient. 

The Heavy Metal Factor in Reaction —As a previous study of reac- 
tion to treatment in patients with early syphilis had indicated a tendency 
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part of the heavy metal materially to raise the incidence of reac- 
patients being treated with both arsenic and heavy metal, data on 
iestion furnished by the Cooperative Clinical Group were also 
ined for this paper. Again, when the first three months of 

ent are differentiated from the subsequent nine months and the 

of observation is two years it appears that intermittent systems 
\merican material yield 0.89 reactions in 1,000 injections of a 

metal (1 injection being considered equal to one week of mer- 
inunctions ), while the continuous system yields 0.85 serious reac- 

in 1,000 injections. The material on the intermittent treatment 
onsists of 28,000 injections ; that on the continuous, of 10,600 injections. 
Vew Comparative Data Furnished by the Cooperative Clinical 
(p.—Our final reexamination of American material for this paper 
has been made in an effort to clarify a discussion of standards of post- 
treatment observation which took place informally between certain 
members of the commission of the league. ‘The question as to how 
stringent the requirements of posttreatment observation in early syphilis 
shall be is an important one in which opinion can range from a dis- 


position to discharge outright from observation after from two to five 


years’ probation patients who exhibit complete absence of clinical and 
serologic symptoms to a disposition to keep them under yearly observa- 
tion throughout life. 

(he new evaluation of the Cooperative Clinical Group’s material 
presented in this paper and made possible by the continued reexamination 
of patients previously reported on gives us the opportunity to define 
the best results that ideal continuous and ideal intermittent treatment 
can achieve for the syphilitic patient and thus to estimate the outlook 
under subsequent observation. It is found that if a patient with early 
syphilis has received at least 32 doses of an arsphenamine with an 
appropriate amount of heavy metal within a period of sixty-five weeks 
by the continuous method or of twenty-one months by the intermittent 
method and is subsequently observed for from two to ten years, the 
incidence of clinical relapse is only 1.4 per cent for ideal continuous 
and 4.2 per cent for ideal intermittent treatment. For irregular and 
inadequate treatment, on the other hand, in the two to ten year period 
of observation the incidence of clinical relapse is 12.7 per cent. The 
corresponding incidence of serologic relapse is as follows: for the ideal 
continuous treatment under two to ten year observation, 7.7 per cent; 
for ideal intermittent treatment, 8.5 per cent, and for irregular treat- 
ment, 13.2 per cent. It should be emphasized that examinations of the 
spinal fluid were made in from 82 to 92 per cent of the cases thus 
investigated. 
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Superiority of Continuous Treatment; Criteria for Observatio 
Therefore, there can be, we believe, no further doubt of the fact tha; 
an adequate ideal continuous system of treatment is superior to an 
ideal intermittent system and that both are markedly superior to any 
irregular form of treatment. . 

The possibility of unearthing significant data in a period of obser- 
vation up to ten years after the cessation of treatment is from eight 
to twenty-three chances in a hundred. For ideal continuous and inter- 
mittent treatment, respectively, it approximates eight and ten chances 
in a hundred. Hence it seems that for those who demand absolute 
assurance, for those whose timidity makes repeated serologic and clinical 
examination the only escape from syphilophobia, for those who have 
been given inadequate or desultory treatment in the first year or two 
of the infection and for women who may or have become pregnant, 
indefinitely prolonged or repeated observation is necessary. On the 
other hand, for those who can accept a reasonable and in fact a high 
probability of “cure” after strict adherence to an effective and espe- 
cially to a continuous treatment regimen in the first two years and 
whose lives will be shadowed or disturbed by the exactions of obser- 
vation, five years of probation after treatment ends is sufficient. Special 
situations, such as definite relapsing tendencies observable during treat- 
ment or marked predisposition to serious types of involvement early in 
the disease, may, however, necessitate special consideration. All patients 
should be told that a cardiovascular examination should be performed 
by a competent observer in the five to ten year period because of the 
as yet unevaluated status of this group of complications, and that in 
the case of women contemplating conception the status should be 
reviewed, for the Cooperative Clinical Group with Cole® as spokes- 
man has shown that of 207 mothers who had syphilis but had a negative 
reaction of the blood 8.2 per cent bore children who had a positive 
Wassermann reaction at birth, and the proportion might have been 
higher later. Thus potential cardiovascular disease and the transmission 
of syphilis to the unborn child remain the two intrinsic justifications 
for prolonged and repeated observation after prompt adequate treat- 
ment for early syphilis. 

CONCLUSIONS 


The report of the League of Nations’ investigation on syphilis 
unfortunately permits of no comparisons between results of continuous 
and those of intermittent treatment. We were advised by the evaluator 
that intermittent treatment included treatment of patients who did not 


5. Cole, H. N.: Syphilis in Pregnancy, Ven. Dis. Inform. 15:83 (March) 
1934. 
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the planned schedule, while data on all such nonconforming 
nts were rigidly excluded in the evaluation of the continuous 
ne. 


is conceded that an intermittent system can be made to approxi- 


Lt 


mate the effect of a continuous system by judicious selection of dosage, 
especially of heavy metal, and intervals which allow of cumulative and 


“bridging” effect. 
\dditional interesting observations from the splendid work of Mar- 
tenstein on the league material include the following items: 


(a) The demonstration that many of the good clinics of the world 
are not operating under the systems and schemes of treatment 
which their chiefs imagine them to be. 

Evidence that as high as 20 per cent of material from clinics 
for syphilis is not being adequately examined by dark field and 
serologic procedure for early diagnosis. 

Evidence that the authoritative evaluation of results of treatment 
in the asymptomatic neurosyphilitic phase of early syphilis will, 
of necessity, rest on American material because of inadequate 
and incomplete examination of the spinal fluid by clinicians of 
all other nations. 


Three new studies have been carried forward on the Cooperative 
Clinical Group’s material for this occasion as the result of questions 
raised by the League of Nations’ investigation. The first shows that 
after the third month of treatment (up to which time continuous and 
intermittent systems are practically identical), the continuous system 
produces notably better serologic results than the intermittent system. 
The introduction of a rest period of one month or more during the 
first year of treatment of early syphilis reduces the number of negative 
serologic reactions secured between the fourth and the twelfth month 
from 68 to 40 per cent. Twice as many patients show a delay in return 
of the Wassermann reaction of the blood to negative under intermittent 
as under continuous treatment (23.6 and 11.6 per cent, respectively). 

Study of the intermittent and continuous systems as carried out in 
the United States indicates that the continuous system of treatment is 
responsible for no higher incidence of severe reactions than is the inter- 
mittent system. It is pointed out, further, that the grave reactions to 
treatment for syphilis occur in the first few weeks of treatment and 
that the more severe types of reaction are best interpreted as idiosyn- 
cratic or due to complicating factors other than the action of the drugs as 
such and are virtually independent of the system employed. Reexami- 
nation of the Cooperative Clinical Group’s material on reactions after 
the third month indicates that there is practically no difference between 
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the incidence of reaction in continuous and in intermittent treatment. 
Owing to poor recording from all sources, minor reactions cannot he 
estimated from either the American or the League of Nations’ material. 

An examination of the heavy metal factor in reactions, which has 
already been shown to be an important contributor to reactivity under 
combined treatment, indicates that the incidence of serious reaction 
attributable to heavy metal after the third month, when the differences 
between continuous and intermittent treatment should appear, is prac- 
tically negligible, the incidence being 0.89 reaction in 1,000 injections 
of heavy metal for the American intermittent system, and 0.85 in 1,000 
injections for the American continuous system. 

The objection that the period of observation on patients receiving 
continuous treatment in the United States, as supplied for the study 
of the League of Nations, was too short to justify final judgment as to 
effectiveness is offset by a new alinement of American material based 
on reexamination of patients treated under an ideal continuous and an 
ideal intermittent system as carried out in the United States. This new 
study establishes that American continuous is superior to American 
intermittent treatment and that both are much superior to irregular 
treatment on the score of both clinical and serologic relapse. The likeli- 
hood that observation over a period of years following either ideal form 
of treatment will disclose anything significant, clinically or serologically, 
ranges from eight to ten chances in a hundred. Under less than ideal 
conditions the possibility of significant developments within ten years 
approaches twenty-three chances in a hundred. All patients who have 
had an entirely nonrelapsing course while receiving ideal treatment 
should therefore be informed that a cardiovascular reexamination in 
the five to ten year period is necessary; this and review of the status 
of all women who contemplate pregnancy or are actually pregnant con- 
stitute the only two absolutely basic requirements for observation after 
the fifth year from the cessation of treatment, according to present day 
experience. In cases in which there have been no significant faults or 
lapses in treatment and no relapse phenomena the decision, with the 
stated qualifications, as to whether or not to continue life-long obser- 
vation after the fifth year, can be left largely to the patient. 
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This is an abstract of a survey,’ to which the reader is referred for 
detailed statistical data, prepared from the case histories collected from 


the five cooperating clinics? and assembled for statistical study with 
the cooperation of the United States Public Health Service. This is 
the first of a series of reports to be published by this group on the 
various manifestations of neurosyphilis, the treatment and the end- 


results. 
Read at the Fifty-Ninth Annual Meeting of the American Dermatological 
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Names with an asterisk represent members of the United States Public Health 
Service. Names without an asterisk represent members of the Cooperative Clinical 
Group. 

This paper is a part of a symposium on syphilis presented at the annual meet- 
ing of the American Dermatological Association. The discussion on the symposium 
will be published at the end of the series, in the April issue. 

1. The complete report appears in Venereal Disease Information, March 1937. 

2. Material was made available by the clinics for syphilis of Western Reserve 
University, Johns Hopkins University, the Mayo Clinic, the University of Pennsyl- 
vania and the University of Michigan, assisted by the United States Public Health 
Service, with the financial support of an anonymous donor. 
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Asymptomatic neurosyphilis is the type of neurosyphilis which j, 
characterized by a positive reaction of the spinal fluid but in which 
there are neither objective nor subjective symptoms of involvement oj 
the central nervous system. Asymptomatic neurosyphilis may be demon. 
strated during either the early or the late stages of syphilis, and it may 
occur in association with other manifestations of syphilis in the cardio. 
vascular system, liver or skin. The asymptomatic form of neurosyphilis 
is a highly important type because it may be manifested during the 
early phase of the disease, shortly after the nervous system has beep 
invaded, or its existence may be established twenty or more years after 
the disease was acquired. The fact that it is the precursor of the clinical 
forms of neurosyphilis and that it is amenable to treatment in the 
majority of cases warrants suspicion of its presence in all cases of 
syphilis. 

The cooperating clinics have gathered with the aid of the United 
States Public Health Service the records of approximately 75,000 cases 
of syphilis. In 5,293 of these one or more tests of the spinal fluid have 
been made and the patient has either been treated or been under obser- 
vation for two years or more. In 46.6 per cent of these 5,293 cases 
the spinal fluid was always normal; in 39.9 per cent the spinal fluid 
was abnormal and there were clinical signs of neurosyphilis, and in 
13.5 per cent asymptomatic neurosyphilis was present. The last series 
of 712 cases forms the basis of this report. 

The only means of recognizing asymptomatic neurosyphilis is by 
complete examination of the spinal fluid. This examination should 
consist of a complement fixation or flocculation test, a cell count and 
differential cell count, and a colloidal gold, benzoin or mastic test. It 
is recommended that the cell count be made immediately after the with- 
drawal of the spinal fluid, before the cells disintegrate. In addition, 
estimates of the amount of globulin, protein and sugar present in the 
spinal fluid may give a further clue to the degree of involvement of 
the nervous system; however, these tests are of less significance than 
those previously mentioned. 

Several years ago Moore * suggested that the character of the spinal 
fluid in cases of asymptomatic neurosyphilis in a fair measure indicated 
the benignity or severity of the involvement of the nervous system. 
The spinal fluid was therefore graded as in table 1 (which is a modif- 
cation of Moore’s scheme), and the study has subsequently shown that 
patients with fluid of group I not only respond more readily to the 
less intensive methods of therapy but also show the lowest incidence 
of clinical progression. Patients with fluid of group IV, on the other 


3. Moore, J. E.: The Modern Treatment of Syphilis, Springfield, I1l., Charles 
C. Thomas, Publisher, 1933, p. 467. 
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iow more resistance to treatment and present the highest inci- 
clinical progression. In those with fluid of group II and 
(II the disease may assume the less severe characteristics, the 
ay eventually change to group IV or dementia paralytica ele- 
which are the most resistant to treatment, may appear. 
s not possible on the basis of one report to interpret with any 
of certainty the prognostic significance of the grading of the 
fluid in terms of mild, moderate, moderately severe or severe 
degrees of involvement. Repeated examinations of the spinal fluid are 
essary for such appraisal, as it is only by repeating the examination 


that it is possible to observe the trend of the reports toward normal 


spitia 


nee 


te 1—General Classification of Spinal Fluids According to the Degree of 
thnormality Observed on Examination by Each of the Four Indicated Tests 








Number of Colloidal Benzoin 


Wassermann Globulin Cells per or 
Test Test Cu. Mm. Gold Curve 


Negative Positive or 10 - 20 000 000 333 000 000 
negative 0003333000 

Weakly Positive - 30 000 000 333 000 000 

positive 000; 

Positive Positive 30 -100 


Strongly Positive 30 -100 


positive 10 - 30+ 
10 - 30% 





* Group I (mild) ineludes fluids in which the lymphocyte count was 10 or more, the globulin 
content was normal or increased and the Wassermann reaction and colloidal gold curve were 
negative. 

Group II (moderate) includes fluids in which the cell count and globulin content were 
normal or increased, the Wassermann reaction was positive and colloidal curves were indeter- 
minate or positive. If positive the curves were usually of the syphilitic zone type. 

Group III (moderately severe) includes fluids in which the cell count was 30 or more, the 
Wassermann reaction was 4 plus, and the colloidal curve was negative or of the syphilitic 
zone type. Fluids falling just short of group IV are also included in this group. 

Group IV (severe) includes fluids which showed the so-called dementia paralytica formula, 
i.e, marked excess of globulin, strongly positive Wassermann reaction (0.2 cc. or less), and 
the type of colloidal curves indicating dementia paralytica. The cell count was above normal, 
and there were, in addition to small lymphocytes, large lymphocytes and polymorphonuclear 
leukocytes. 

t Large lymphocytes. 

t Polymorphonuclear cells. 


or toward the more abnormal (more resistant) types, the observations 
indicating that the treatment is either efficient or inefficient, as the 
case may be, for the patient under consideration. Tests of the spinal 
fluid used in this manner become a valuable guide to the treatment of 
asymptomatic neurosyphilis. 

It was not found possible from this study to specify exactly the 
time at which the spinal fluid should be examined. However, some 
general recommendations can be made as to when and how often such 
examinations should be performed. 

In cases of early syphilis tests of the spinal fluid should be made 
early in the course of treatment and certainly by the sixth month. If 
the cell count is above normal (more than 10 lymphocytes) and all other 
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factors are normal, the test should be repeated at the completion of the 
course of treatment. If the first test of the spinal fluid is positive 
subsequent tests should be made at intervals of three months during 
the course of treatment to note the trend of the fluid to either the miiq 
or the more severe (dementia paralytica) type. A negative report may 
warrant subsequent reexaminations under certain conditions, to wit: 
(1) if the reaction of the blood reverses to negative during treatment 
and relapses to positive while treatment is continued, (2) if the patient 
neglects treatment and returns eventually, even though the Wassermann 
reaction of the blood has remained negative, and (3) if the patient pre- 
sents symptoms denoting meningeal involvement, such as headache, 
dizziness, nausea, vomiting and diplopia. 

A patient with early syphilis who is treated adequately and regu- 
larly and who at the sixth month of treatment is found to have a normal 
spinal fluid may be reassured that the reactions of the fluid will not 
become positive as long as the Wassermann reaction of the blood 
remains negative. However, before the patient is dismissed at the com- 
pletion of treatment the spinal fluid should be reexamined. Even though 
the reaction of the blood becomes negative after treatment is started 
and remains so throughout the entire course of treatment, the spinal 
fluid should be examined before the patient is placed on observation 
or on parole. 

In cases of late syphilis a test of the spinal fluid should also be 
made early in the course of treatment. If the disease is four or more 
years in duration, a negative reaction is evidence in more than 99 per 
cent of the cases in which patients are treated that the spinal fluid 
will remain normal. If, however, the spinal fluid is abnormal, subse- 
quent reexaminations are necessary at the beginning of each course 
of arsphenamine. These repeated tests will show that the trend is toward 
normal, that the condition of the fluid is persistently the same or that 
it is progressing unfavorably, the trend being toward the dementia 
paralytica type. This trend is a guide to the results of treatment and 
may be an indication for a change in the therapeutic program. 

Among cases of late syphilis in which the spinal fluid was normal 
at the original examination a relapse in the Wassermann reaction of 
the blood does not indicate that the spinal fluid has become involved. 
In cases of early syphilis, however, such a relapse is of more significance 
and demands another examination of the spinal fluid. Conversely, in 
cases of either early or late syphilis in which asymptomatic neurosyphi- 
lis has been demonstrated, a relapse of the Wassermann reaction of 
the blood from negative to positive calls for another test of the spinal 
fluid. 

In cases of asymptomatic neurosyphilis repeated examinations of the 
spinal fluid are essential for the proper evaluation of treatment. 
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h the blood and spinal fluid both become normal, the spinal fluid 
be reexamined the first year and again the third year after the 

n of treatment. 

INCIDENCE 

mptomatic neurosyphilis is more frequently encountered in white 
Negro patients. In cases of early syphilis, asymptomatic neuro- 
is encountered twice as often in white males and females as 
Jegro males and females, but in cases of late syphilis the incidence 
‘n each of these two groups more closely approximates that in the other 
croup. In a comparison of the incidence of the symptomatic form of 
neurosyphilis according to race and sex, the percentage was found to 
be highest among white males (50.9 per cent), and lowest among Negro 


females (10.2 per cent). 
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Chart 1—Proportion of syphilitic patients with symptomatic or asymptomatic 
neurosyphilis according to duration of infection when abnormality of the spinal 
fluid was first detected. The solid line indicates the figures for symptomatic neuro- 
syphilis; the broken line, those for asymptomatic neurosyphilis. 


A study of patients in whom syphilis began with an extragenital 
chancre showed that when the chancre was situated above the neck the 
incidence of asymptomatic neurosyphilis was 11.7 per cent, and when 
the chancre was located below the neck, 6.3 per cent of the patients 
had an abnormal spinal fluid. 


DURATION OF INFECTION 


In 3,629 cases it was possible to estimate the relation of the duration 
of the disease to the incidence of asymptomatic neurosyphilis. Chart 1 
shows that the incidence of the symptomatic type of neurosyphilis 
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increases as the duration of the infection increases, while the incideng, 
of asymptomatic neurosyphilis gradually decreases as the duration of 
the infection increases. At the third year of the infection the asymp- 
tomatic and the symptomatic type each has an incidence of approxi- 
mately 20 per cent. It was not possible in this study to continue the 
observation of these patients more than twenty years. It is quite evident. 
however, in the study of the influence of the duration of the infection, 
that the earlier in the course of the disease treatment is started. the 


lower is the incidence of clinical neurosyphilis. 


Scheme of treatment Percentage of neurologic involvement 
10 20 30 oe) 50 60 70 





Intermittent 








GEM Negative spinal fluid 
GHEE Asymptomatic neurosyphilis 
Symptomatic neurosyphilis 
Chart 2.—Extent of neurologic involvement under specified schemes of treat- 
ment in syphilitic patients adequately treated with arsphenamine and heavy metal 
before neurosyphilis was detected. 


SCHEME AND AMOUNT OF TREATMENT 

The amount and scheme of treatment employed during the early 

manifestations of syphilis are potent factors in the prevention of asymp- 

tomatic neurosyphilis. The patients who received an adequate amount 

of treatment (twenty or more injections of an arsphenamine and twenty 

or more injections of a heavy metal) given by the continuous method 
showed the lowest incidence (7.5 per cent). 


In table 2 the incidence of asymptomatic neurosyphilis is recorded 


among patients whose early syphilis was treated by the continuous, 
intermittent and irregular schemes of treatment. Chart 2 shows that 
adequate treatment by the continuous system is the most effective means 
of preventing asymptomatic neurosyphilis. Among the patients who 
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adequate treatment (“‘much-much” *) by the continuous system 

a lower percentage of symptomatic and asymptomatic neuro- 
han among those treated continuously but given an inadequate 
ff treatment. Table 3 shows that the adequate treatment of 
hilis minimizes the incidence of neurosyphilis. There was no 
in this study that the modern treatment of early syphilis pre- 
to the development of neurosyphilis. 


{mount and Scheme of Treatment Before Detection of Neurosyphilis 
by Examination of the Spinal Fluid 





Scheme of Treatment and General Classification of Disease 
— —_*< = 


Continuous 


Intermittent Irregular 
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ivy Metal 
Asymptomatic 
Neurosyphilis 
Normal Fluid 
Asymptomatic 
Neurosyphilis } 


Normal Fluid 
Symptomatie 
Neurosyphilis 
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Much 
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* The treatment category of ‘‘much-little’’ is omitted from this table because the number 
ases is too small to be of significance. 


te 3—Amount of Arsenical Treatment Given the 5,293 Patients Before Detec- 
tion of Neurosyphilis or Before the Spinal Fluid Became Normal 








General Classification 
Au 


a ae oy 





Normal Asymptomatic Symptomatic 
Spinal Fluid Neurosyphilis Neurosyphilis Total 
Number of = A —————“~—_— \ a —, ———_-—"-_—v 
Injections of Num- Per- Num- Per- Num- Per- Num- Per- 
Arsphenamine ber centage ber centage ber centage ber centage 
620 83.2 210 11.2 1,037 55.6 1,867 100.0 
1,091 54.9 302 15.2 593 29.9 1,986 100.0 
462 54.6 129 15.2 255 30.2 846 100.0 
296 49.8 71 12.0 227 38.2 504 100.0 


Grand total.......... 2,469 46.6 712 3.5 2,112 39.9 5,298 100.0 





Schemes of treatment are defined as follows: Continuous treatment means 
ininterrupted treatment with an arsphenamine and a heavy metal, whether admin- 
stered alternately or simultaneously. The distinctive feature of this scheme is 


and “much-much” apply to the amount of 
treatment means 


4. The expressions “little-little’ 
arsphenamine and heavy metal given. For example, “little-little’ 
that the patient received less than twenty injections of arsphenamine and less than 
twenty injections of heavy metal. “Little-much” means less than twenty injections 
of arsphenamine and twenty or more injections of metal. “Much-little” denotes 
twenty or more injections of arsphenamine and less than twenty injections of 
heavy metal, while “much-much” indicates twenty or more injections of both an 


arsphenamine and heavy metal. 
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its uninterrupted character, there being no purposeful rest periods. In this groy, 
were included patients receiving prolonged treatment, even though the c: idaacs, 
was broken toward the last by a lapse in treatment. 

Intermittent treatment means treatment with arsphenamine and heavy meta| 
which is interrupted by short intervals of rest throughout the treatment, whethe; 
purposeful or not. The distinctive feature is the rest interval of from four to om 
weeks after each course of treatment. 

Irregular treatment means treatment with an arsphenamine and heavy metaj 
which follows neither of the systems heretofore described, either consistently o- 
approximately. 

Routine treatment consists of the use of one of the arsphenamines in cop. 
junction with a heavy metal, either bismuth or mercury. If mercurial inunctioy; 
are used, one week of inunctions (six rubs) is considered equivalent to one injec 
tion of mercury. Routine treatment was given either continuously or intermittent| 
with bismuth or mercury administered simultaneously or in the intervals betweer 
courses of arsphenamine. 

Adequate treatment consists of twenty or more injections of an arsenical com. 
bined with twenty or more injections of heavy metal. Inadequate treatment con- 
sists of from one to nineteen injections of an arsenical combined with from on 
to nineteen injections of heavy metal. 


BLOOD TESTS 


The newer flocculation tests were not in use when the patients who 
constitute this series were receiving treatment. Accordingly, blood tests 
are based on the complement fixation technics, which apparently give 
a higher percentage of negative reactions in cases of asymptomatic 
neurosyphilis than do the flocculation tests now in use. The blood 
tests were negative at the time the asymptomatic neurosyphilis was 
first recognized by positive reactions of the spinal fluid in 30.9 per 
cent of the patients with early syphilis who were treated and in 22 per 
cent of those with late syphilis, who were treated. Hence the statement is 
warranted that a negative Wassermann reaction in the case of a treated 
patient does not obviate the need for a test of spinal fluid. In cases 
of latent syphilis it is definitely shown that in more than 99 per cent 
of patients with syphilis of four or more years’ duration who have no 
clinical involvement and whose spinal fluid was initially normal the 
fluid remained permanently normal. This may be stated in another 
manner, namely, that of the patients with latent syphilis who had pre- 
viously been found to have normal spinal fluid, less than 1 per cent 
subsequently exhibited abnormality of the spinal fluid. This low inc- 
dence was equally true whether the patient with latent syphilis had 
a negative or a persistently positive Wassermann reaction of the blood. 
Hence it is to be emphasized that in cases of latent syphilis, the Wasser- 
mann reaction of the blood, be it either positive or negative, does not 
indicate the status of the spinal fluid; whereas in cases of early syphilis 
74 per cent of the patients with persistently positive reactions of the 
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ad an associated neurosyphilis. Special comment is made regard- 
fact that 17.1 per cent of the patients who were adequately 
for early syphilis and who had a negative Wassermann reaction 
blood were found to have changes in the spinal fluid, and that 
patients who were adequately treated for late syphilis and who 
persistently positive Wassermann reaction 75 per cent had asso- 
neurosyphilis. 
relapse of the Wassermann reaction of the blood from negative 
sitive was associated with a relapse of the spinal fluid, the fluid 
ing abnormal in 28.8 per cent of the cases in which patients 
1 early syphilis and in 23.2 per cent of those in which patients with 
late syphilis were treated. Such a relapse may also indicate an increase 
in the severity of the degree of involvement of the spinal fluid. 
Wassermann-fastness is of more significance in cases in which treat- 
ment is begun during the early stage of syphilis than in those in which 
treatment was first given during the late stage of syphilis; in this study 
22.3 per cent more of patients of the former group were found to 


have asymptomatic neurosyphilis. 


TREATMENT 

Of the original series of 712 patients, 565 were treated and observed 
for two years or more and had two or more tests of the spinal fluid. 
The methods of treating asymptomatic neurosyphilis have varied in each 
of the five cooperating clinics in the past twenty years. Not only have 
the systems of treatment been different, but the indications regarded 
as the basis for the use of some of the supplemental therapeutic agents 
have varied. It was impossible to appraise all the therapeutic systems 
employed in these five institutions because of the small number of cases, 
the insufficient number of tests of the spinal fluid or the limited periods 
of observation. It was possible, however, to appraise the results of 
treatment of patients by routine measures, by intraspinal therapy,® by 
administration of tryparsamide, and by malaria therapy,® when these 
measures were used alone or in various combinations. 

The therapeutic program of the five clinics has been uniform to the 
extent that the majority of patients with asymptomatic neurosyphilis 
were first given a trial with routine therapy, and if this failed to produce 


improvement in the spinal fluid, they were given intraspinal therapy 


5. Intraspinal therapy was given according to the Swift-Ellis, the Swift- 
Ellis Ogilvie or the modified Ravaut technic. 

6. The electric units for fever treatment were not in use when these patients 
were treated; hence the discussion in regard to fever therapy is concerned only 
with patients treated by induced malaria. 
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or treatment with tryparsamide. In general, malaria therapy wa used 
only after these methods had tailed to produce reversal of the spinal 
fluid to normal. | 
When the results of treatment by these four methods and thei; 
various combinations were appraised it was found that complete and 
permanent serologic negativity was produced in 64.4 per cent of the 565 
patients treated for asymptomatic neurosyphilis. Of the spinal fluids oj 
group I, 83.6 per cent reversed to normal; of those of groups II and 
III, 65.3 per cent, and of those of group IV, 44.9 per cent, became 
normal. The bulk of these reversals appeared by the fifth year of 
treatment (chart 3). When the appraisal was based on the ‘method 
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Time from detection of abnormal spinal fluid 
to permanent reversal (in years) 


Chart 3—Time required for reversal of permanently abnormal spinal fluids in 


cases of asymptomatic neurosyphilis. Degree of abnormality at time of detection. 


of treatment employed, it was noted that routine therapeutic measures 
had reversed the spinal fluid to normal in 13.3 per cent of the cases 
by the first year, and in a maximum of 26.9 per cent by the end of the 
tenth year (table 4). In cases in which routine treatment was aug- 
mented by intraspinal therapy, an additional 13.8 per cent of spinal fluids 
had become normal by the end of the first year and 26.4 per cent had 
done so by the tenth year. Routine treatment plus tryparsamide therapy 
increased the incidence of the reversals to normal by 1.2 per cent by 
the end of the first year and by 5.7 per cent by that of the tenth year. 
Malaria therapy increased the incidence of reversals by 0.2 per cent 
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end of the first year and by 3.9 per cent by that of the tenth 
In the few cases in which routine treatment and two or more 
supplemental methods were used, additional reversals to normal 
observed in 1 per cent of cases by the end of the fifth year and 
per cent by that of the tenth year. 


estimate was also made of the results in patients treated by 
ifferent schemes of treatment, based on the incidence of serologic 


Reversal of Spinal Fluid in the 565 Patients with Asymptomatic Neuro- 
syphilis Treated for Two Years or More by the Indicated 
Therapeutic Measures 


Permanent Reversal of Spinal Fluid to Normal with 
Indicated Therapeutic Measures 
—— —— — - — — A - — _ — -_-——s, 
Routine Routine 
Treatment Routjne Routine Treatment 
plus Treatment ‘Treatment Plus 2 or 
Total Routine Trypars- Plus Plus More 
Number of ‘Treatment amide Intraspinal Malaria Combina- 
Reversals Only Therapy Therapy Therapy tions 
A — a = idle A A ‘ A . 


Per- Per- Per- Per Per- Per- 
Time at Which Num- cent- Num- cent- Num- cent- Num- cent- Num- cent- Num- cent- 
Reversal Occurred ber age ber age ber age. Ober age ber age ber age 
End of first year 28.5 75 13.3 7 1.2 78 13.8 1 0.2 
End of fifth year..... 323 57.2 3 24.6 28 5.0 136 24.1 16 2.8 
End of tenth year or 
] 364 64.4 5 26.9 32 5.7 149 26.4 


Total cases......... 565 100.0 203 47 199 





TABLE 5.—Reversal of Spinal Fluid According to Type of Treatment Employed 








Permanent Reversal of Spinal Fluid to Normal with 
Indicated Therapeutic Measures 
ee SS 
Routine Routine 
Routine Treatment Routine Treatment 
Treatment Plus Treatment Plus2or 
Routine Plus Trypars- Plus More 
Treatment Intraspinal amide Malaria Combina- 
Only Therapy Therapy Therapy tions 
tment a A— ~~ -A- “ _—— — — 
Per- Per- Per- Per- Per- 
Time at Which Num- cent- Num- cent- Num- cent- Num- cent- Num- cent- 
Reversal Occurred age ber age ber age ber age ber age 


End of first year. 7 36.9 78 39.2 7 14.9 1 1.2 ae ‘ion 
End of fifth year. 3 68.5 136 68.3 28 59.6 16 19.5 4 11.8 
End of tenth year or later 53 74.9 149 74.9 32 68.1 22 26.8 9 26.5 


Total cases 20% 100.0 199 


100.0 47 100.0 82 100.0 34 100.0 





reversal for the whole group thus treated (table 5). For example, of 
the original 565 patients, there were 203 with asymptomatic neuro- 
syphilis who received routine treatment only. The spinal fluid of 36.9 
per cent of these 203 patients had become normal by the end of the 
first year, that of 53 per cent had reversed by the second year, that 
of 68.5 per cent by the fifth year and that of 74.9 per cent by the tenth 
year after the beginning of treatment. Of the 199 patients who 
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received routine treatment plus intraspinal therapy, 39.2 per cent had 
normal spinal fluid in a year, 68.3 per cent had a reversal by the end 
of the fifth year, and 74.9 per cent exhibited negative reactions by 
that of the tenth year. There were 47 patients who received routine 
treatment and tryparsamide therapy ; in 14.9 per cent of these the spinal 
fluid became normal in a year; in 59.6 per cent it did so in five years, 
and in 68.1 per cent a reversal had occurred by the end of the tenth 
year. Malaria therapy was employed in treatment of 82 patients whose 
spinal fluid was found resistant to other types of treatment; in 1.2 per 
cent of these the fluid had reversed to normal in one year, while in 
19.5 per cent and in 28.8 per cent the fluid was normal by the end of 
the fifth and tenth years, respectively. There was a small group of 
34 patients who had three or more combinations of treatment; in 11.8 
per cent of these the spinal fluid became normal in five years, and in 
26.5 it did so by the end of the tenth year. 

Frequent relapses of the spinal fluid from normal to abnormal and 
reversal to normal again when treatment was continued were found to 
be less serious than was formerly thought. Of the patients in whom 
this tendency toward repeated relapses was present, continued treat- 
ment reversed the spinal fluid permanently to normal in 71 per cent. 


CLINICAL PROGRESSION 

Clinical progression was noted in 2.8 per cent of the patients who 
began treatment in the early phase of syphilis and in 7.9 per cent of 
those who began treatment when their disease was classified as late 
asymptomatic neurosyphilis. The adequate treatment of late asymp- 
tomatic neurosyphilis resulted in progression to clinical neurosyphilis 
in 4.6 per cent of cases, while of those inadequately treated 11.9 per 
cent showed evidence of similar progression. Of patients with early 
asymptomatic neurosyphilis, 2.3 per cent of the adequately treated and 
3 per cent of the inadequately treated showed objective signs of syphilis 
of the central nervous system. The value of grading the spinal fluid 
was again emphasized, as 2 per cent of those with fluid of group I, 
6.7 per cent of those with fluid of groups II and III and 8.8 per cent 
of those with fluid of group IV showed signs of clinical progression. 

Forty-three (6 per cent) of the 712 patients had clinical signs of 
neurosyphilis ; of these, 12 had dementia paralytica (in 1 the condition 


had previously progressed to tabes and in 1 to meningovascular syphi- 
lis), 10 had meningovascular syphilis, 9 tabes dorsalis, 3 atrophy of the 


optic nerve, 2 the tabetic form of dementia paralytica, 2 meningeal 


neurosyphilis, 1 neurovascular syphilis, 2 neuroretinitis, 1 deafness due 
to involvement of the eighth nerve and 1 neurorelapse. Most of these 
clinical manifestations of neurosyphilis became apparent by the fifth 
year of treatment, after the asymptomatic neurosyphilis was recognized. 
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character of the spinal fluid and the amount of treatment 

| after asymptomatic neurosyphilis was recognized were signifi- 

ictors in the study of clinical progression (table 6). Of patients 

pinal fluid of group IV, 19.4 per cent who received “little-little” 

ent, but none who received “much-much” treatment, exhibited 

signs. of neurosyphilis. 

nical progression may occur in a patient with asymptomatic neuro- 

lis even though the spinal fluid has become normal. Of the patients 

wing early signs of clinical progression 25.8 per cent were reported 

to have normal spinal fluid; in about the same percentage the spinal 
id had become more abnormal. 

(here were 364 patients with asymptomatic neurosyphilis whose 

spinal fluid had become permanently normal; 3 of these showed clinical 

ions of neurosyphilis ; of these 1 had tabes dorsalis, 1 had the tabetic 


6—Climcal Progression and Spinal Fluid Relapses During Adequate and 
nadequate Treatment in Patients with Asymptomatic Neurosyphilis; Degree 
of Abnormality of Spinal Fluid When Detected (Per Cent) 


Routine Treatment from Detection of Asymptomatic Neurosyphilis to 
Relapse or End of Case 


*Little-little’ (Inadequate) *““Much-much” (Adequate) 
— A + — - 
Clinical Clinieal 
Progres Progres 
Clinieal Spinal sion and Clinical Spinal sion and 
Progres Fluid Spinal Fluid Progres Fluid Spinal Fluid 
sion Relapse Relapse sion Relapse Relapse 
2.0 2.0 
10.7 6.7 
11.5 3.9 
19.4 3.2 





form of dementia paralytica and the third eventually showed signs of 
meningovascular neurosyphilis. In the same group of 364 patients 
examinations for evidence that other manifestations of syphilis had 
developed or progressed revealed that 7 had cardiovascular disease, 2 
had lesions of the mucous membrane, 2 had late cutaneous gummas, 
2 had osseous complications, and 1 was reported to have signs of hepatic 


syphilis (cirrhosis of the liver). 


SUMMARY 

\symptomatic neurosyphilis was demonstrated in 712, or 13.5 per 

t, of 5,293 patients with syphilis whose spinal fluid was examined. 
lhe character of the spinal fluid is a clue to the prognosis and may be 
valuable guide in the program of treatment. Patients with the less 
severe types of involvement of the spinal fluid respond more readily 
and require less treatment than do those who have the type of spinal 
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fluid indicating dementia paralytica. It was observed that white adults 
are more susceptible to asymptomatic neurosyphilis than Negroes. 
Extragenital chancre, even if located above the neck, does not predis- 
pose to invasion of the nervous system. The incidence of asymptomatic 
neurosyphilis decreases as the duration of the infection increases, while 
the incidence of symptomatic neurosyphilis increases as the duration of 
the infection increases. 

The scheme and amount of treatment administered during the early 
phase of syphilis are potent factors in the prevention of asymptomatic 
neurosyphilis. The use of the continuous system of treatment, in which 
more than twenty injections of arsphenamine and twenty injections or 
the equivalent of a heavy metal (bismuth or mercury preparation) were 
given resulted in the lowest incidence (7.5 per cent) of asymptomatic 
neurosyphilis. Of patients adequately but irregularly treated during 
the acute stage of syphilis, 22.6 per cent had asymptomatic neurosyphi- 
lis. There was no evidence elicited from this study that the modern 
treatment of early syphilis predisposes to invasion of the central nervous 
system. 

The Wassermann reaction of the blood does not indicate the status 
of the spinal fluid, as was shown by the fact that 14 per cent of the 
patients in this study had a negative Wassermann reaction of the blood 
and a positive reaction of the spinal fluid. In cases of early syphilis 
a persistently positive Wassermann reaction or a relapse of the reaction 
of the blood from negative to positive warrants a test of the spinal fluid, 
while in cases of latent syphilis of four or more years’ duration a normal 
spinal fluid remains normal in 99 per cent of the cases, irrespective 
of the Wassermann reaction of the blood. However, Wassermann- 
fastness in cases in which syphilis is of more than four years’ duration 
and in those in which patients have been inadequately treated is explain- 
able by abnormality of the spinal fluid in 75 per cent of cases. A relapse 
of the Wassermann reaction of the blood to positive in a patient under 
treatment for asymptomatic neurosyphilis is frequently associated with 
a relapse of the spinal fluid from normal to abnormal. A_ negative 
Wassermann reaction of the blood in a patient who has been adequately 
treated for syphilis does not obviate the need for a test of the spinal 
fluid. 

Treatment by the use of routine methods, intraspinal procedures, 
administration of tryparsamide and malaria therapy, when given alone 
or in combination, permanently reversed the spinal fluid to normal by 
the end of the tenth year in 64.4 per cent of 565 cases. The majority 
of these reversals had occurred by the end of the fifth year of treat- 
ment. An appraisal of these therapeutic modalities shows that by the 
end of the fifth year of treatment in these 565 cases, routine treatment 
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rsed to normal 24.6 per cent of the spinal fluids; intraspinal 
had added 24.1 per cent of normal spinal fluids; treatment 
parsamide, 5 per cent, and malaria therapy, 2.8 per cent; when 
“ls were combined, an additional 0.7 per cent of spinal fluids 
normal. 
n the various therapeutic measures were evaluated separately, 
found that normal spinal fluids were obtained by the end of the 
ir in 68.5 per cent of patients who received only routine treat- 
among those treated with routine procedure and intraspinal 
, 68.3 per cent had normal fluid, while 59.6 per cent of those 
by routine procedures and tryparsamide therapy and 19.5 per 
of those who received routine treatment and malaria therapy like- 
wise had reversal of the spinal fluid to normal. 
[It was customary in the five cooperating clinics to give the patient 
with asymptomatic neurosyphilis the advantage of routine treatment 


t and then to augment the program of treatment with intraspinal or 


ITSt 


tryparsamide therapy if the spinal fluid was resistant, reserving malaria 


therapy for those patients who failed to derive serologic negativity 
from the other supplemental methods. Accordingly, the figures just 
cited do not give a numerical evaluation of the value of these various 
therapeutic agents but are indicative only of the percentage of patients 
who exhibited serologic reversal under the specific scheme of treatment. 
For example, the low percentage of reversals resulting from malaria 
therapy was noted in a group of patients who had received most of the 
other schemes of treatment, and because the spinal fluids, which were 
of the group IV (dementia paralytica) type, had remained resistant to 
these supplemental methods, fever therapy was tried. 

Clinical signs of neurosyphilis appeared in 2.8 per cent of the 
patients with early and in 7.9 per cent of those with late asymptomatic 
neurosyphilis. Among inadequately treated patients clinical progression 
developed three times more frequently than among those who were 
adequately treated. The patients who had a spinal fluid classified in 
sroup I gave evidence of clinical progression in 2 per cent of instances, 
whereas 8.8 per cent of those with a fluid classified as group IV had 
clinical evidence of neurosyphilis. Of 364 patients whose spinal fluid 
reversed to normal, 3 exhibited clinical signs of neurosyphilis after the 
serologic reactions had become permanently negative. Other mani- 
festations of syphilis, such as cardiovascular disease, may appear after 


the spinal fluid has become normal. 
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Mapharsen, or 3-amino-4-hydroxyphenylarsine oxide, a trivalent 
arsenical preparation originally studied by Ehrlich and Bertheim, Voegt- 


lin and others, was recently again investigated by Tatum and Cooper; 
of the department of pharmacology and toxicology of the University 
of Wisconsin, and the findings indicated that the drug had properties 
which warranted its extensive clinical trial in the treatment of syphilis 

The drug was then intensively studied by our group as to its clinical 
effects, and a preliminary report * covering a period of eighteen months’ 
experience with mapharsen was presented in June 1933. While this 
included observations on the effects of the drug on 233 persons, 4] 
of whom had conditions other than syphilis, detailed observations in 
80 cases of syphilis constituted the main body of the report. To obtain 
at the outset an accurate appraisal of the drug it was used alone in 
most of the 80 cases. 

The present study concerns itself with observations on 116 syphilitic 
patients treated with mapharsen (the hemialcocholate of 3-amino-4- 
hydroxyphenylarsine oxide hydrochloride *), and includes further obser- 
vations on 42 of the 80 patients forming the basis of the preliminary 
report. Whereas most patients of the original group were treated onl 
with mapharsen up to the time of the preliminary report, of the 11 


Read at the Fifty-Ninth Annual Meeting of the American Dermatological 
Association, Inc., Swampscott, Mass., June 4, 1936. 

This paper is part of a symposium on syphilis presented at the annual meet- 
ing of the American Dermatological Association. The discussion on the symp 
sium will be published at the end of the series, in the April issue. 
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observations on whom are reported here, 19 received mapharsen 
} received mapharsen at the outset, bismuth being added later, 
received mapharsen and bismuth concurrently. 

group of 19 patients treated with mapharsen only includes 
i the original group of 80 who received an adequate amount 
harsen with good effect and were subsequently kept under obser- 
only as well as an additional small number of patients who 
ared before having received adequate treatment and who 


urned later. 
group of 23 patients receiving mapharsen alone at the outset, 


1<7 ] 
Siu 


being added later, includes some of the original group of 80 
who did not respond satisfactorily to mapharsen alone, or who, although 
showing satisfactory response, were considered better protected by the 
.ddition of bismuth therapy. While it was the aim of the preliminary 
study to appraise the effects of mapharsen by using it alone, it was 
ot intended that the drug should be used unsupported by heavy metal 
therapy ultimately. 

The 74 patients treated concurrently with mapharsen and bismuth 
were given one injection of each drug per week at intervals of three 
and four days. When cooperation in attendance could be secured, such 
treatment was given continuously with a rest period of not more than 
two weeks during the first six months and not more than three weeks 
luring the second and third six month periods, treatment being con- 
tinued for a minimum period of one year in the case of patients with 
primary syphilis exhibiting a negative serologic reaction and propor- 
tionately longer for those with primary, secondary and late syphilis 
showing a positive reaction. Patients in this group have been under 
treatment and observation for shorter periods than those in the afore- 


14 


mentioned groups. 

Of the series of 116 patients, 12 have been observed for from 
three to six months; 16, for from six to twelve months; 39, for from 
one to two years ; 34, for from two to three years, and 15 for from three 
to four years. Data on those who were under observation for one year or 
less are included chiefly because of the value of the information they 
furnish concerning reactions and the effects of the drug on visible lesions 
and on disappearance of spirochetes from lesions. So far as the available 
clinical material permitted, patients with visible manifestations of syphilis 
were selected for treatment, and no attempt was made in our study to 
evaluate the effects of mapharsen in mass treatment of dispensary 
patients. 

After the conclusion of the eighteen month period of intensive 
laboratory study of patients receiving mapharsen alone, as related in 
the preliminary report, all those receiving continued active treatment 
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underwent routine monthly examinations of the urine, and pecial 
examinations were made if indicated. General physical examinations 
as well as repeated clinical neurologic examinations were made in al] 
cases, but tests of the spinal fluid were not made as a routine. 

The Wassermann tests of the blood and spinal fluid were performed 
in the laboratories of the Columbia Hospital and of the Milwaukee 
County General Hospital, while some of the examinations of the spinal 
fluid were also made in the laboratory of the Wisconsin Psychiatric 
Institute. The Kolmer modification was employed for comparison jp 
all cases; the Lange colloidal gold test was used in examinations of the 
spinal fluid made at the Wisconsin Psychiatric Institute, and the mastic 
curve was determined on the fluids examined in the laboratory of the 
Milwaukee County General Hospital. 

As none of the patients on whom data were previously reported 
ever showed functional or organic ocular involvement, study of the 
eyegrounds and determination of the visual fields were discontinued as 
a routine procedure. Subsequently no patient observations on whom 
are reported here has complained of visual disturbance attributable to 
the drug. 

It is appropriate to review briefly a few of the salient facts con- 
cerning the pharmacology and technic of clinical use of mapharsen, 
It is a drug of definite constitution and is assayable by chemical instead 
of biologic methods ; hence it may be expected to be of uniform potency. 
Its chemical constitution indicates that it is without the power to produce 
nitritoid shock, and to date this supposition is in accord with our clinical 
experience. The drug becomes less toxic and only slowly less potent 
on prolonged exposure to air and therefore may be prepared well in 
advance of the time of injection without risk of danger or therapeutic 
failure. The arsenical content of mapharsen is approximately the same 
as that of the arsphenamines, and as the effective therapeutic dose is 
much smaller, correspondingly less arsenic is introduced. 

The technic of its preparation for injection and its administration 
are identical with those used for neoarsphenamine except that when 
mapharsen is used it is not only permissible but desirable to inject the 
solution into the vein rapidly, for reasons which will be discussed 
under the consideration of reactions. A solution containing 4 mg. of 
the drug per cubic centimeter of distilled water is isotonic. Mapharsen 
is freely soluble, requires no neutralization and acquires a light brownish 
color on prolonged standing. Injection of such discolored solutions 
has produced no ill effects. 

The ages of the 116 patients ranged from 17 to 58 years; 14 were 
aged from 17 to 20; 58 were in the 20 to 30 vear group, 27 in the 
30 to 40 year group and 13 in the 40 to 50 year group, and 4 were 
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wer Forty-five patients were women and 71 were men. Fourteen 
patients were Negroes. Accurate records of the weight were not kept. 
The a.crage dose of mapharsen was 60 mg. for men and 50 mg. for 


women, variations in dosage being based on the individual tolerance 


of the patient for the drug, the need for energetic treatment and the 
ave rather than the weight of the patient. The largest total amount of 
mapharsen received by 1 patient, a woman aged 26, was 5,240 mg. 
during a period of thirty months. 

Since the preliminary report was made no additional dark-field 
examinations have been made except for confirmation of diagnosis. 


Our earlier experience with this phase of treatment with mapharsen 


mav be summarized by stating that spirochetes usually disappeared 


from the primary lesion within twenty-four hours after an initial dose 
of 60 mg. Larger doses were not proportionately more effective, and 
. dose of 40 mg. was as a rule too small to produce so rapid an effect. 
Spirochetes disappeared somewhat more slowly from secondary lesions 
of the mucous membranes when similar doses were administered. 


FURTHER OBSERVATIONS ON PATIENTS FORMING THE 
BASIS OF THE PRELIMINARY REPORT 

Of the 80 patients forming the basis of the preliminary report, 
further data are available on 42, the remaining not being available for 
further study. 

Of the original 6 patients with primary syphilis exhibiting a nega- 
tive serologic reaction, 4 continued to have a negative reaction and 
were well clinically over average periods of twenty-seven months. 
lhe spinal fluid of two of these 4 patients was normal at the completion 
of treatment; that of the other 2 was not reexamined. 

Of 8 patients with primary syphilis having a positive serologic 
reaction observations on whom were previously reported, 4 remained 
well over average periods of thirty-two months; 3 had normal spinal 
fluid when reexamined and the fourth did not undergo reexamination 
of the fluid. A fifth member of this group showed a serologic relapse 
and disappeared after a total of eleven months of observation and treat- 
ment without having shown a second reversal. The spinal fluid was not 
reexamined. 

Twenty-six of the original group of 40 patients with secondary 
syphilis were subsequently observed for longer periods. Twenty of 
the 26 remained under observation for an average period of thirty-five 
months, at the end of which all had a negative serologic reaction and 
were clinically well. The spinal fluid of 15 of these 20 patients was 
reexamined and found normal. Twelve of the 20 patients had a 
serologic relapse after an initial reversal, and 3 of these had had 
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cutaneous relapses. In all 12 the reaction of the blood had subsc vent), 


reversed to negative a second time after resumption of treatmeijt. and 
thereafter they remained well. These 12 patients were observed {; 
average periods of thirty-one months. 

Of the other 6 patients with secondary syphilis who remained unde; 
observation, 1 had a serologic relapse and thereafter exhibited 4 per- 
sistently positive reaction of the blood, but the spinal fluid remained 
normal during a total period of twenty-six months of observation and 
irregular treatment. 

Two other patients who had recurrent lesions of secondary syphilis 
of resistant type when first seen failed to show serologic reversal dur 
ing total periods of twelve and twenty-seven months of treatment 
respectively and then disappeared. The spinal fluid was normal jp 
both patients on admission, and that of 1 of these patients was normal 
when reexamined five months later. 

Abnormality of the spinal fluid developed in 3 patients. Observations 
on 2 of these were recorded in the preliminary report, and in the third 
the spinal fluid was subsequently found to be abnormal. This patient 
also showed a recurrence of cutaneous lesions. The serologic reaction 
of the blood remained positive in all 3 patients during average total 
periods of treatment of twenty-nine months. 

Of the 8 patients with destructive lesions of late syphilis reported 
on previously, 4 disappeared. Three of the remaining 4 showed reversal 
of the Wassermann reaction of the blood to negative and remained 
well over periods of observation averaging thirty-two months. A 
fourth patient, though clinically well, did not show reversal of the 
serologic reaction after nine months of continuous treatment and the 
disappeared ; his spinal fluid was normal. 

Of three patients with latent syphilis, normal spinal fluid and 1 
evidence of visceral involvement reported on in the preliminary stud) 
as exhibiting a persistently positive Wassermann reaction under 
mapharsen therapy, 1 patient subsequently showed a reversal to a 1 plus 
reaction after receiving 1,830 mg of the drug; another died of an 
unrelated condition, and the third was one of those in whom jaundice 
developed. The serologic reaction remained positive in spite of addi- 
tional treatment with bismuth. 

An analysis of the records of the patients in whom serologic or 
clinical relapse occurred showed in each instance that relapse invariably 
followed irregular attendance or, in most instances, lapses of several 
months in which no treatment was received. 

In no instance were lesions encountered which failed to involute 
completely under the influence of mapharsen. 
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OF MAPHARSEN AND BISMUTH USED CONCURRENTLY 
itients in this group received an injection of 2 grains (0.13 
bismuth subsalicylate and an injection of from 40 to 60 mg. 
irsen each week, with intervals of three or four days elapsing 
the injections. The group comprised 8 patients with primary 
exhibiting a negative reaction, 16 with primary syphilis 
a positive reaction, 35 with active secondary syphilis show- 


xhibiting 
exnl ~ 
ing cutaneous or mucosal lesions, 11 with destructive cutaneous or 


mucosal lesions of late syphilis, 3 with latent and 1 with hereditary 
syphilis. Dark field examinations were made in this group only for 
diagnostic purposes. Examinations of the spinal fluid were made in 
only a small proportion of cases in this group, and in addition to routine 
\Vassermann tests and examinations of the urine special laboratory tests 
were performed only if indicated. 


EFFECT OF COMBINED TREATMENT ON VISIBLE LESIONS 

In the group of patients with primary syphilis who had negative 
serologic reactions, healing of lesions took place in an average period 
of eighteen days. This required an average total of 101 mg. of 
mapharsen given in average doses of 44.4 mg. together with 4.2 grains 
0.273 Gm.) of bismuth subsalicylate. 

In the group of 16 patients with primary syphilis exhibiting a posi- 
tive reaction, healing took place after an average period of twenty days. 
\n average total amount of 131 mg. of mapharsen given in average 
doses of 48.5 mg., with 4.8 grains (0.312 Gm.) of bismuth subsalicylate, 
was required to produce healing. 

In the group of 35 patients with lesions of secondary syphilis an 
iverage period of sixteen days was required for disappearance of lesions. 
\n average total of 108 mg. of mapharsen, given in average doses of 
{5 mg., with 4.4 grains (0.28 Gm.) of bismuth subsalicylate, was required 
to produce healing in this group. 

In 11 patients with destructive lesions of late syphilis ranging 
from a superficial nodulo-ulcerative process of the eyelid to an exten- 
sive destructive process of the soft palate, tongue and nasal septum, 
the average period required for healing was forty-six days, with 
extremes of from twelve to one hundred and seven days. This group 
received an average total amount of 235.5 mg. of mapharsen, given 
in average doses of 42.8 mg., together with an average total amount 
of 11 grains (0.715 Gm.) of bismuth subsalicylate during the period 
stated. 

One patient aged 19 with hereditary syphilis who exhibited a recur- 
rence of interstitial keratitis while receiving active treatment with the 
irsphenamines and bismuth was given combined treatment with maphar- 
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sen and bismuth subsalicylate. After he had received a total of 4:0 mg 
of mapharsen given in ten injections and 20 grains (1.3 Gin.) 9; 
bismuth subsalicylate over a period of ninety days the keratitis coy. 
pletely subsided, and it did not recur during a subsequent observation 
period of sixteen months. 

One patient had a generalized annular syphilid which appeared 
five years after the initial infection, at which time about twenty-five 
injections of neoarsphenamine had been given. The recurring cutaneoys 
lesions did not respond to seven injections of neoarsphenamine jy 
healed in nineteen days, during which a total of 100 mg. of mapharse; 
and 2 grains (0.13 Gm.) of bismuth subsalicylate had been given and 
did not recur during a subsequent eight month period of observatio 
and treatment. 

Two other patients exhibited recurring mucosal lesions while the, 


were being treated with neoarsphenamine; in 1 there was a generalized 
papular eruption and in the other a like eruption with periostitis i; 


addition. Healing, including disappearance of the periostitis, occurred 
in ten and twenty-eight days, respectively, and after administration of 
total doses of 120 and 220 mg. of mapharsen and 2 and 8 grains (0.13 
and 0.52 Gm.) of bismuth subsalicylate, respectively. 

In 2 additional patients who exhibited recurring cutaneous lesions 
ten and twelve months after treatment with neoarsphenamine and bis- 
muth, the lesions disappeared after ten and fourteen days, respectivel) 
during which each received 80 mg. of mapharsen and 4 grains (0.26 
Gm.) of bismuth subsalicylate. Both of these patients remained well 
during subsequent periods of observation and treatment of fifteen 
and twenty-eight months, respectively. 


RECURRENCE OF CUTANEOUS LESIONS 


Recurrence of cutaneous lesions took place in 2 of the 74 patients 
treated with mapharsen and bismuth concurrently. 

One patient with primary syphilis and a negative serologic reaction 
had received 1,120 mg. of mapharsen in average doses of 40 mg. and 
56 grains (3.64 Gm.) of bismuth subsalicylate in seven and a hali 
months ; then, after a lapse in treatment of four weeks, he returned with 
papulosquamous syphilids of the elbow and glans, and the Wassermann 
reaction of his blood was found to be 2 plus. The recurrent lesions 
healed in twenty-three days after the patient received 240 mg. of maphar- 
sen given in average doses of 60 mg. and 8 cc. of iodobismitol, and he 
has remained well clinically and serologically during a subsequent period 
of twenty-three months. 

The second patient, who was first observed with generalized secondary 
papular syphilids, disappeared after he had received inadequate treat- 
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th 700 mg. of mapharsen and 32 grains (2.08 Gm.) of bismuth 
late in five months; he returned seven months later with 
t papular lesions of the palms and soles of four weeks’ duration 
sitive Wassermann reaction. The recurrent lesions disappeared 
neteen days in which 180 mg. of mapharsen and 4 grains 
m.) of bismuth subsalicylate was given. ‘The patient remained 
ically, but the Wassermann reaction remained positive during 
quent period of eleven months in which he received irregular 


nt. 


ON THE WASSERMANN REACTION OF THE BLOOD SERUM 

8 patients with primary syphilis who had a negative serologic 

7 remained well serologically and clinically for periods of 

ation ranging from three to twenty-eight months, the average 

if observation being sixteen months. The eighth patient, to whom 

ce was made in the preceding section, showed a 2 plus reaction 
lapse of treatment. In his case the positive reaction reversed 
gative after two months, during which 480 mg. of mapharsen 

nd 16 ce. of iodobismitol was given, and no subsequent relapse occurred. 
f the group of 16 patients with primary syphilis who had a positive 
serologic reaction, all except 1 showed a reversal to negative after an 


erage period of ninety-two days during which an average total of 


563 mg. of mapharsen was given in average doses of 51 mg., together 
with an average total of 22 grains (1.43 Gm.) of bismuth subsalicylate. 
One patient showed only partial reversal after irregular attendance and 
after receiving only 360 mg. of mapharsen and 22 grains of bismuth 
subsalicylate in six months, and then disappeared. 

Of the 15 patients with primary syphilis and a positive serologic 
reaction showing complete reversal of the reaction to negative, all 
except 1 remained well serologically and clinically during an average 
period of sixteen months of observation and treatment. 

The 1 patient showing serologic relapse had received 1,560 mg. of 
mapharsen given in thirty-nine injections in ten months, together with 
72 grains (4.68 Gm.) of bismuth subsalicylate. The spinal fluid was 
normal when it was examined five months after the patient’s admission, 
and Wassermann tests of the blood were negative on seven occasions 
after the initial reversal. The patient then discontinued treatment for 
eleven months and returned exhibiting clinical evidence of involvement 
of the central nervous system of the meningovascular type, abnormal 
spinal fluid and a positive Wassermann reaction of the blood. 

Of 35 patients with active secondary syphilis treated with mapharsen 
and bismuth concurrently, reversal of the Wassermann reaction of the 
blood to negative occurred in 31 in an average period of twenty weeks 
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during which an average total amount of 732 mg. of mapharsen, jy 
average doses of 48 mg., together with an average total of 30 crains 
(1.95 Gm.) of bismuth subsalicylate was given. 

In 4 of these 35 patients the serologic reaction remained positive: 
however, 2 of the patients at the time the statistics were compiled had 
received less than the average total amount of treatment necessary to 
produce reversal, as stated. The remaining 2 patients, of whom 1 when 
first seen had annular papules on the penis and 1 exhibited superficial 
ulcerative lesions of the tonsils, received 3,020 mg. of mapharsen and 
134 grains (8.71 Gm.) of bismuth subsalicylate in fifteen months and 
1,430 mg. of mapharsen and 54 grains (3.51 Gm.) of bismuth in seven 
and a half months, respectively, no reversal occurring. Neither patient 
showed any clinical evidence of activity of the disease to account for the 
failure of the reaction of the blood to reverse; in the first patient the 
spinal fluid was normal, and the second refused to undergo an examina- 
tion of the fluid. 

In 3 of the 31 patients in whom the Wassermann reaction was 
reversed to negative it later returned to positive and failed to reverse 
again. In 1 case the serologic relapse was associated with cutaneous 
relapse, papular palmar and plantar lesions appearing, and was found 
after a lapse from treatment of seven months, 700 mg. of mapharsen 
given in twelve injections and 32 grains (2.08 Gm.) of bismuth sub- 
salicylate having been administered over a period of five months. In 
the second patient serologic relapse occurred after a lapse of four 
months following one year of desultory treatment consisting of 1,110 
mg. of mapharsen given in twenty-six injections and 36 grains (2.34 
Gm.) of bismuth subsalicylate. The third patient, an asthenic woman 
aged 45, showed a reversal to negative after only twenty-eight days, 
during which 170 mg. of mapharsen and 8 grains (0.52 Gm.) of 
bismuth subsalicylate were given, but subsequently the reaction again 
became positive while the patient was receiving continued treatment; 
during a subsequent period of twenty-five months of observation and 
treatment the Wassermann reaction fluctuated from negative to 4 plus 
though the patient remained clinically well; neurologic examination 
gave negative results, but permission for examination of the spinal fluid 
could not be obtained. 

In 3 of the ‘patients with latent syphilis the Wassermann reaction 
remained positive after they had been given average amounts of 1,606 
mg. of mapharsen and 76 grains (4.94 Gm.) of bismuth subsalicylate 
in an average period of twenty months. In 11 patients with destructive 
lesions of late syphilis, 4 of whom had been previously treated with 
neoarsphenamine and bismuth, the serologic reaction remained positive 
after an average total amount of 830 mg. of mapharsen given in 
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doses of 44.5 mg., together with an average amount of 40 
2.6 Gm.) of bismuth subsalicylate, in an average period of 
ionths. One of these patients also had serologic and clinical evi- 
f cerebrospinal syphilis on admission; the remaining 10 showed 
ical evidence of involvement of the nervous system, although 
ults of neurologic examination were not confirmed by examination 


spinal fluid. The clinical cardiac examination gave negative 


in each case, but fluoroscopic examinations were not made. 

In the single case of hereditary syphilis in the series the Wasser 
mann reaction remained positive. The treatment consisted of 2,640 
mg. of mapharsen and 98 grains (6.37 Gm.) of bismuth subsalicylate, 
each given in forty-nine injections over a period of twenty months. 


TOXIC REACTIONS 

In the group of 74 patients receiving concurrent treatment with 
mapharsen and bismuth subsalicylate clinical toxic reactions of the 
immediate type were recorded in 21 patients. In 39 patients no reactions 
of any type occurred, and for 14 patients the records were incomplete. 
In 10 of 21 patients showing reactions, the reactions were of the mild 
gastro-intestinal type, being characterized by nausea or mild diarrhea 
of transient character. In 10 other patients, 9 of whom were women, 
the reactions consisted of nausea, vomiting and diarrhea of sufficient 
severity to require reduction of the dosage of mapharsen. In 1 case, 
that of a poorly nourished woman aged 58, the drug was discontinued 
after a total dosage of 1,350 mg. because of increasing severity of the 
gastro-intestinal reactions. 

Three patients who had severe gastro-intestinal reactions from 
neoarsphenamine were treated with comparable doses of mapharsen, 
but no repetition of the reactions occurred. 

Cutaneous reactions were not observed, and 1 patient with late 
syphilis in whose case treatment with neoarsphenamine had been discon- 
tinued six months previously because of severe pruritus and erythema 
received a total of 1,500 mg. of mapharsen without recurrence of 
cutaneous symptoms. The drug was not used in other cases in which 
there was a definite history of previous intolerance to arsenic. 

'xfoliative dermatitis did not occur in our entire series of cases. 
Likewise, we have encountered no instances of purpura, arsenical 
neuritis, encephalitis, damage to ocular structures or nephritis. Con- 
cerning nitritoid shock, thus far in our experience, in spite of as rapid 
administration of the drug as the caliber of the needle permits in our 
routine clinic work, the prediction of Dr. A. L. Tatum that the chemical 
structure of the drug precludes the possibility of nitritoid reactions 
has been confirmed. 
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Jaundice was not observed in the 74 patients treated with mas har- 
sen and bismuth concurrently. 

The subsequent history of the 4 patients with jaundice described 
in the preliminary report * may be given here. In the first patient, who 
had previously been treated with the arsphenamines, the jaundice was 
ascribed to the effect of mapharsen. This patient received no further 
arsenical medication and remained well under bismuth therapy during 
a subsequent period of fifteen months. 

The second patient, a woman who exhibited mild jaundice after 
she had received 2,370 mg. of mapharsen in six months, later received 
an additional 1,970 mg. of mapharsen and 70 grains (4.55 Gm.) of 
bismuth subsalicylate and showed no evidence of toxic effect over a 
subsequent three year period of observation and treatment. In the 
third patient, a man with primary syphilis exhibiting a negative serologic 
reaction, mild jaundice developed six weeks after 1,500 mg. of mapharsen 
had been given in three months. The jaundice was ascribed to storage 
of arsenic, and the patient received no additional arsenical medication; 
he remained well while receiving bismuth therapy during a subsequent 
period of two years. The fourth patient, in whom the jaundice was 
associated with an acute infection, had no recurrence of hepatic symp- 
toms, remained well and had a negative serologic reaction while receiy- 
ing mercurial therapy for a subsequent period of two years. 


MISCELLANEOUS CLINICAL CONSIDERATIONS 
Pain in the arm and shoulder during and immediately after an 
injection has often been observed by some investigators. ‘This has 
occurred in only a few of our cases, which may be accounted for by 
the fact that after experience had shown that a rapid rate of injection 
did not produce reactions, we made it a practice to inject the drug 
with much greater rapidity than is customary for the arsphenamines. 
One of us (L. M. W.) in the course of personal administration of 
several thousand injections of the drug can recall only 2 instances in 
which patients complained of pain in the arm in the absence of 
extravasation. 
While gastro-intestinal reactions were relatively common with 
mapharsen, this feature was less commonly made a subject of direct 


complaint by dispensary patients, especially by females, treated with 
mapharsen than by those treated with other arsenicals. 

We believe that when the dosage is properly adjusted the use of 
the drug does not tend to discourage the patient from prolonged 
adherence to treatment. 

Extravasation of the drug produces much less local inflammatory 
reaction than extravasation of the arsphenamines and is rarely a cause 


for delinquency in attendance. 
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CONCLUSIONS 
pharsen is an active antisyphilitic drug capable in appropriate 
of causing rapid disappearance of spirochetes from lesions and 
lucing satisfactory healing of visible lesions in all stages of the 

Like all arsenicals employed in the treatment of syphilis, it 
should be used in conjunction with the heavy metals. 
It is capable of reversing the Wassermann reaction of the blood 


(ise: 


to negative in a large proportion of cases of early syphilis. 

Like the arsphenamines, mapharsen does not protect against involve- 
ment of the central nervous system. The need for prolonged con- 
tinuous treatment, as 1s the case with other arsenicals, is emphasized. 

(he drug is well tolerated if the dosage is well adjusted, the com- 
monest reaction being of the mild gastro-intestinal type, and reactions 
of severe character are infrequent. Nitritoid crises have not been 
observed. 

Our further experience, after more than four years’ use of maphar- 
‘n, supports the earlier conclusion that it is a potent antisyphilitic agent 


possessing special properties which justify its continued use and study 


over a period of years. 


208 East Wisconsin Avenue. 





MULTIPLE GLOMUS TUMORS OF THE ORDER 
OF TELANGIECTASES 
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NEW YORK 


The glomus tumor has already been described in the American 
literature of surgery (Adair') and of pathology (Popoff*). It has 
received more general attention in The Journal of the American Medi- 
cal Association.® Recently Stout* has described it thoroughly for the 
oncologists. It is therefore superfluous to repeat the details of the sub- 
ject, however desirable they might be for the fullest understanding of 
the circumstances attending our case. 


In brief, the neuromyo-arterial glomus is a normal vascular anasto- 
mosis which is distinctive in two respects: (1) it is arteriovenous, i. e., 
there are not any intervening capillaries, the structure having a special 
and peculiar architecture, and (2) it includes special arrangements of 
muscle and nerve tissue. It occurs almost exclusively, as known at 
present, on the extremities, both upper and lower. It is supposed to play 
an important part in heat regulation. It assumes dermatologic signifi- 
cance when it becomes neoplastic, under which circumstances it is the 
vascular phase of this neuromyo-arterial complex which leads to the 
objective symptoms. It is probably the nerve phase of the complex 
which is responsible for the intolerable pain. In any event, the lesion 
appears as an excruciatingly painful circumscribed blue-black nodule, 
distributed on the fingers or perhaps on the forearm, arm, leg or thigh. 


Read at the Fifty-Ninth Annual Meeting of the American Dermatological 
Association, Swampscott, Mass., June 5, 1936. 

From the Laboratory of Dermatological Research, University of Pennsyl- 
vania, and the Skin and Cancer Unit of the New York Post-Graduate Medical 
School, Columbia University. 

1. Adair, F. E.: Glomus Tumor: Clinical Study with Report of Ten Cases, 
Am. J. Surg. 25:1, 1934. 

2. Popoff, N. W.: The Digital Vascular System, Arch. Path. 18:295 (Sept.) 
1934. 

3. Lewis, D., and Geschickter, C. F.: Glomus Tumors, J. A. M. A. 105: 
775 (Sept. 7) 1935. 

4. Stout, A. P.: Tumors of the Neuromyo-Arterial Glomus, Am. J. Cancer 
24:255, 1935. 
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kely to be mistaken for melanoma, particularly since it not 


ionly occurs in the nail bed. 

ily the lesion is solitary. Only occasionally are two or three 
found, and it appears that four is the maximum (Adair) number 

ir recorded. Our patient exhibited forty-eight lesions. Further- 
some of them occurred on sites other than the extremities, i. e., 
cheeks, shoulders and buttocks. There were certain features in 
ase which might arouse criticism against the diagnosis of glomus 
particularly the painlessness and the absence of demonstrable 
nerve tissue on histologic examination. We feel, however, that these 
shortcomings will be satisfactorily explained later in this paper and 
that the lesions will be classified, at least for the present, in the general 
category of glomus tumor, even though they approached the order of 
telangiectases. For these several reasons it is felt that this report is 


tumol! 


justified. 
REPORT OF A CASE 


Mrs. G. S., a Jewish housewife aged 35, referred to one of us (Dr. Wise) by 
Dr. Ruderman, of Brooklyn, was in good general health. The family history was 
irrelevant. 

When the patient was 8 years old the appendix was removed. An abdominal 
peration for adhesions was performed when she was aged 16. She married at 
20. In 1921 she underwent an ovariectomy and salpingectomy on one side. She 
became pregnant in the latter part of 1922, and a child was born in the summer 
of 1923. The child had no cutaneous abnormalities. In 1925 the patient’s tonsils 
were removed. 

Wien she was 15 years old the patient noticed a painless lentil-sized flat 
purplish blue “mole” in the region of the left zygoma. Five years later a group 
of similar lesions appeared on the right upper extremity. During the past thirteen 
years fresh spots were noticed on various parts of the body; apparently they 
appeared in crops, those on the buttocks and thighs becoming visible in the past 
five years and those on the shoulders in the past two years. As no sensations of 
any kind were associated with these lesions, the patient paid no attention to them. 
According to her statement, the reason she finally consulted her physician was to 
satisfy her curiosity about these relatively inconspicuous blemishes. 

When she was examined there were forty-eight lesions irregularly distributed 
as follows: two on the left cheek, seven on the left arm, six on the left forearm, 
three on the left scapula, three on the left thigh, four on the left buttock, nine on 
the right arm, six on the right forearm, four on the right scapula, two on the 
right thigh and two on the right buttock. 

These lesions differed little in appearance, the only variations noticeable with 
the naked eye being in size and in depth of color. They were from 3 to 5 mm. 
in diameter and of various degrees of purplish blue. None of them had the frank 
red color of “ruby spot” angioma, commonly seen on the trunks of elderly persons ; 
their color approximated that of the purple bluish angioma affecting the scrotum. 
They were for the most part discoid and showed well defined margins. The 
surface of the small ones was flat, while a few of the larger ones gave the impres- 
sion of being slightly domed but were not visibly elevated above the surrounding 
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skin. Most of them resembled old subepidermal blue ink tattoo marks und leath 
a faintly glistening epidermal covering. Scaling and other surface chang: were 
absent. 

On palpation no infiltration or other textural change was discernible. Pain 
and tenderness were entirely lacking. Pressure with the diascope caused a partial] 
diminution in the depth of color but not a fading of the lesion. On pressure with 
a blunt probe a little less resistance seemed to be elicited in the lesions thaa jy 
the normal neighboring tissue. 

There were no lesions on the distal phalanges or beneath the nails. Th, 
patient’s arms and neck were conspicuously freckled. 

Microscopic Structure-—There was nothing notably abnormal in the epiderm, 
in the appendages or in the general collagenous framework of the corium. Patho- 
logic changes were confined to the hemangioma-like lesion which lay deep in the 


e 
s * or 





Fig. 1—Lesions on the arm. They did not photograph distinctly and have 
been blackened with ink. Numerous freckles were present. 


corium, i.e., partly adjoining the subcutaneous fat, partly immediately above a 
sweat gland and not nearly attaining the subpapillary region. 

The lesion consisted mainly of seven or eight smaller or larger cavernous blood 
spaces. It was difficult to make out the immediately lining endothelial cells because 
they merged largely with the thicker layer of epithelioid cells which immediately 
adjoined them. Larger blood spaces were extremely irregular; the smaller ones 
were fairly well rounded. The mantle of epithelioid cells around the blood spaces 
consisted of but one or two layers in some places, whereas at others it was a 
large, more or less lobulated mass. At some sites the peripheral boundary of the 
epithelioid cells was sharply demarcated from the surrounding collagenous struc- 
tures, but at others it infiltrated diffusely into it. 

The epithelioid cells had large round nuclei, without mitoses. Their cytoplasm 
was finely granular, but the outlines were extremely indistinct; they fused with 
each other. The impression was, however, that they were polyhedral as a result 
of mutual pressure. The ceils were decidedly unlike the epithelioid cells met in 
tuberculosis in that the nucleus was not elongated and deformed but spherical. 
Furthermore, the cytoplasm was finely granular, differing from that of endothelioid 
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nd there was a striking uniformity in the size of the cells. If anything, 

sembled more the endothelium sometimes met in endothelioma than the 

elioid cells of tuberculosis. 

-son’s 5 trichrome stain could not be employed for studying these sections 
because the tissue had not been fixed in Bouin’s solution, as is desirable for the 
identification of the nonmedullated nerve fibers. There was, however, a small 
clump of involuntary muscle fibers completely occupying a crevice between three 


or four of the cavernous blood spaces. 
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Fig. 2.—Section from a lesion comparatively deep in the skin, i.e., abutting on 


the subcutaneous fat. Epithelioid cells are present in masses but only at certain 
positions on the lining of the blood spaces. 








Summary of Histologic Observations and Comment.—tThe picture 
was that of a minute, sharply localized cavernous hemangioma, the lining 
cells of which had become markedly hyperplastic along certain portions, 
but not along all, of their walls. The appearance of such cells, however. 


5. Masson, M. P.: The Cutaneous Glomus of Man, Bull. Soc. franc. de 
dermat. et syph. 7:1174 (July) 1935. 
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was not quite that of endothelial cells because they were not elo: 
It would appear, rather, that if it were not for mutual pressure. 
cells would be cuboidal or rounded. The temptation was prese 


ted. 
uch 


to 











Fig. 3.—Detail of epithelioid cells around a blood space. The lining endothe- 
lium can be readily distinguished in many places. 


regard the lesion as a hemangio-endothelioma, but the lining hyper- 
plastic cells did not quite conform to the requirements for endothelium. 
The involuntary muscle cells might be readily overlooked unless they 
were especially searched for on the basis of a priori information. 
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DIFFERENTIAL DIAGNOSIS 
he practiced eye the appearance of these little blemishes differed 
rably from that of ordinary small angiomas and blue moles. 
npared with angiomas, these glomi were flattened instead of 
and their color was purplish blue instead of red or reddish 
Fine blood vessels could not be distinguished with a strong lens. 


I 


As compared with blue moles, their color faded appreciably on pressure 
with the diascope. They differed from melanomas chiefly with respect 
to their color, there being no evidence of brown or brownish black 
pigment in the skin, There was a complete lack of infiltration in the 
clomi, while in neurofibromas the element of palpable thickening is 
almost always present. The “blue spots” of Recklinghausen’s disease 
are always associated with other conspicuous lesions of molluscum 


fibrosum. 

In glomus tumors associated with pain and tenderness the differen- 
tial diagnosis is of course greatly simplified by the presence of these 
symptoms. 

The resemblance of glomus tumors to the nevoid, molelike, yellow 
and brown so-called “endotheliomas” of the trunk, mentioned by some 
writers,® is too remote to cause confusion in diagnosis. 


PATHOLOGY OF THE GLOMUS 


The Normal Glomus.—lIn the final analysis the glomus tumor is but 
a pathologic change in a certain kind of arteriovenous anastomosis. 
The arteriovenous anastomosis, by and large, is a normal structure 
which has been known to physiologists for many years. Some anasto- 
moses are comparatively simple, as were those studied by Clark and 
Clark* and others. Employing a transparent chamber in the living 
rabbit’s ear, Clark and Clark have noted that they may develop as new 
formations in a very short time and may similarly disappear. In short, 
they are unstable structures. 

In addition to this simpler type of arteriovenous anastomosis, a more 
complicated form (cutaneous glomus) is known, which mimics to a 
certain extent the structure of the glomus coccygeum. It is also a normal 
physiologic structure; it appears to be the consensus that it too plays 
a part in heat regulation. It appears to be located almost exclusively 
on the hands and feet, developing especially on the tips of the fingers 

6. Wise, F.: Multiple Endothelioma of the Skin, Am. J. M. Sc. 157:236 
(Feb.) 1919, 

7. Clark, E. R., and Clark, E. L.: Observations on Living Arterio-Venous 
\nastomoses as Seen in Transparent Chambers Introduced into the Rabbit’s Ear, 
\m. J. Anat. 54:229 (March) 1934; The New Formation of Arterio-Venous 
Anastomoses in Rabbit’s Ear, ibid. 55:407 (Nov.) 1934. 
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and toes and under the nails thereof, and to a lesser extent on the {lexoy 
surfaces of the fingers and palms. As many as five or six hundred per 
square centimeter may be present in the nail beds of the fingers anq 
toes; on the palmar surface of the second phalanx the numbers are 


reduced to a mere twenty per square centimeter. The glomi are sizable 
up to 150 microns, but some are 


structures on the fingers, measuring 


es 


an 
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Fig. 4—Schema of normal glomus (in dotted square). The portion in the 


dotted circle is enlarged in figure 5. 


as small as 10 microns. Elsewhere the normal glomus has not been 
identified ; owing to its scarcity it appears that some pathologic change 
is necessary to bring it into view. 

Details of Anatomy: That there is a definite organization within 
such structures may be appreciated from examination of the accom- 
panying diagrams. In principle there is, first, an afferent artery which 
divides into several arterioles. These communicate immediately, i. e., 
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it the interposition of capillaries, with certain dilated varicose 
s. In this way there is, or is not, a prompt and free circulation 

‘rial blood through a part, as emergencies in heat regulation arise. 
lood is emptied from the venous reservoirs through numerous 
‘ries, which in turn discharge into the “regular” system of veins 
e skin. The entire apparatus is arranged in a more or less con- 


c series of arteries and veins; it is invested by a fibrous envelop 
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Fig. 5—Portion of the normal glomus illustrated in figure 4 


. The part in the 
dotted circle is the one which is most distinctive histologically and is of greatest 
value in histologic studies. 


of the designation “glomus.’ 


and thus takes on a rounded form. Perhaps this adds to the propriety 


Thus far the anatomy appears simple. However, several complica- 


tions are added. First, there is a highly developed organization of nerve 


tissue around the arteries. Since many of the fibers are nonmedullated, 


they are not recognizable in hematoxylin and eosin preparations but 
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require special treatment, such as staining with Masson’s trici\-ome 
stain. The structure comprises a network around the highly thickeneq 
muscular wall of the arterial part of the glomus. 

The muscular walls of the arteries constitute the second compli. 
cation. These are hugely thickened—in fact, they transform the arteries 
of the glomus into a broad cylinder with, comparatively speaking, an 
extremely delicate lumen. Being undifferentiated, the involuntary muscle 
cells do not exhibit their normal morphology ; instead of being spindle 
shaped, with long cylindric nuclei, they are spheroidal, cuboidal or polyg- 
onal as the result of mutual pressure and have spherical nuclei; hence 
the designation “epithelioid.” 

In résumé, then, there is in the normal glomus a special arrange- 
ment of arteries, nerves and veins. Naturally, except when serial 
sections are employed, preferably with reconstructions, the detailed 
relationships in such arrangement cannot be recognized because in a 
single histologic section the tortuosity of the vessels and the dilatation 
of the veins give a picture that defies any attempt at interpretation of 
the relationships of the various structural members. It remains, then, 
that the really distinctive structure of the glomus, in sections stained 
with hematoxylin and eosin, is the afferent artery (the Sucquet-Hoyer 
canal). It has a narrow lumen lined by endothelium, and around it 
there is a thick mantle of epithelioid cells (really largely involuntary 
muscle cells), perhaps nine or ten layers thick. Around this there is a 
thin mantle of nonmedullated nerve fibers demonstrable only by special 
staining methods. 

The Abnormal Glomus.—In the glomus tumor the items of abnor- 
mality are of several kinds: 1. Marked dilatation of the lumen of the 
Sucquet-Hoyer canal (afferent artery). 2. Hyperplasia of the epithelioid 
cells. It is the dilatation of the arterial lumen that accounts for the 
hemangiomatous appearances of the glomus tumor and the hyperplasia of 
the epithelioid cells which creates impressions of endothelial hyperplasia 
(endothelioma) in the walls thereof. 3. Staining reaction. If Masson’s 
trichrome stain is employed, a delicate network of nonmedullated nerve 
fibers will be found around the epithelioid mass, completing the picture 
of the glomus tumor. It is to be emphasized that these distinctive 
features concern only the Sucquet-Hoyer canal. Other vessels asso- 
ciated in the complex—normally constructed veins and arterioles—rep- 
resent the remaining members of the involved arrangement of arterioles, 
veins and capillaries which constitute the glomus and only add to the 


hemangiomatous appearances.*® 


8. Burman, M. S., and Gold, A. M.: Glomus Tumor, New York State J. 
Med. 35:618 (June 15) 1935. 
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PATHOGENESIS 

glomus tumor is thus merely an exaggerated and disorderly 
attended by hyperplasia of its elements. It is exaggerated in 
most glomus tumors there is a new formation of Sucquet-Hoyer 
In a single histologic section there may be hundreds of larger 
naller ones, variously deformed and more or less intercommuni- 
each being surrounded by its mantle of epithelioid cells and 
fibers. It is disorderly in that the Sucquet-Hoyer canal is not 
arately and purposefully alined with the afferent artery on the one 
hand and with the primary collecting vein on the other. It is further 
disorderly in that the mantle of epithelioid cells is not at all uniform, 

e., is thin in some places and excessively thick in others. 
Classification of the Glomus Tumor.—We agree with Mason and 
Weil® that since the glomus tumor originates in, and more or less 
reproduces, a normal structure of the body it should be regarded as a 
hamartoma rather than as a true neoplasm. Thus it lies beyond the 
realm of a simple hyperplasia and at the same time does not attain 


that of neoplasia. 

Histologic Analysis and Classification of the Disorder in Our Case.— 
The tumor studied was very small and was not typical of a glomus 
tumor. The Sucquet-Hoyer canal had not become extensively sub- 
divided or hyperplastic; indeed it is conceivable that it had simply 


undergone a dilatation attended by extreme tortuosity; sections at dif- 
ferent positions of one and the same convoluted vessel would readily 
give rise to the multilocular appearances exhibited in our sections. Nor 
was there the notable grade of hyperplasia of epithelioid cells usually 
met in glomus tumors. Incidentally, in the normal glomus there are 
cushion-like elevations of the wall projecting into the lumen due to 
special accumulations of epithelioid cells.*° 

In this light, namely, owing to the fact that there was no evidence 
in our material that the Sucquet-Hoyer canal had become disorganized 
into meet blood channels or that there was extensive hyperplasia of 


Madea M. L., and Weil, A.: Tumor of a Subcutaneous Glomus, Surg., 
Gynec. & Obst. 58: 807, 1934, 

10. In Masson’s 5 article, figure 6, page 1186, depicts a normal glomus (i. e., one 
in which no dilatation of lumens is present) in which the number of epithelioid 
cells compares with those in our sections. At the same time, in figure 24, page 
1217, he shows as a forme angiomateuse of glomus tumor a lesion in which the 
epithelioid features do not appear to be any more exaggerated than those shown 
in his figure 6. This is the same situation, apparently, in which we find our- 
selves; i. @., Masson, too, was dealing with telangiectases of the glomus in at 
least some of his formes angiomateuse of glomic tumors. In fact (page 1222), 
he grants that in it the “multiplication of epithelioid cells and nerves is fecble.” 
The same probably holds good, and with more definiteness, in the lesion described 
by Mason and Weil, as judged from their illustrations. 
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the epithelial cells, it must be stated that we are certain of but on: yas. 
cular abnormality, namely, a cavernous dilatation, probably assc. iateq 
with tortuosity.*® If this is true, the condition is analogous to ‘elan- 
giectasia, i. e., it consists of a microscopic varicosity of a glomus, and 
one that would indicate one of the lowest levels of pathologic « lange 
which may occur in a glomus but which may yet lead to lesions in the 
skin sufficient to attract clinical attention. Such a reasoning would also 
make more intelligible the lack of pain in our case clinically ; that is, jt 
would be proper to assume that there had not been any notable. increase 
in new-formed nervous tissue or extensive disorganization thereof. 
Furthermore, the absence of new-formed Sucquet-Hoyer canals might 
remove the factor of pressure, which, we believe with Mason and Weil, 
accounts for the symptom of pain which is met in cases of true glomus 
tumors. We feel constrained, therefore, to regard the lesions in our 
case not as glomus tumors in the sense that glomus tumors have been 
heretofore regarded, but as telangiectases. If the condition in Mason 
and Weil’s case was of the same order as in ours, it was not a hamar- 
toma but a telangiectatic lesion. 

Other Lesions of the Glomus.—In addition to the glomus tumor, the 
following abnormalities have been described by Popoff *: the glomus is 
absent (aplasia) in supernumerary digits. The glomic units atrophy in 
advanced senility and their numbers decrease with age; regeneration 
of the Sucquet-Hoyer canal can take place after such canals have 
become lost; i. e., a compensatory hyperplasia takes place in arterio- 
sclerosis and diabetic gangrene, the arterial walls of the glomus under- 
going hyaline degeneration. To this list of lesions affecting the glomus 
we would add telangiectasia. 

SUMMARY 

Forty-eight small bluish vascular lesions of the skin, widely dis- 
tributed over the body, were found to have a histologic structure 
approaching that of the glomus tumor (forme angiomateuse of Masson). 
However, the condition was not clinically typical of glomus tumors in 
that there were a multiplicity of lesions and absence of pain; in addi- 
tion, the special nerve tissue features could not be demonstrated micro- 
scopically. We believe that in our case telangiectases of glomi (lacking 
in nervous tissue) could account for the lesions, and we feel that per- 
haps the same explanation applies to cases reported by other investi- 
gators. It is suggested that some so-called glomus “tumors” are of the 
order of telangiectases, although others must be regarded as hamar- 
tomas or even as neoplasms. Clinically, however, the lesions bore not 
the slightest resemblance to cutaneous telangiectases of any variety. 

Dr. D. L. Satenstein, of the New York Post-Graduaté Medical School and 
Hospital, confirmed the clinical diagnosis of glomus tumors after study of the 
sections in his laboratory. 
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ABSTRACT OF DISCUSSION 
Parpo-CASTELLO, Havana: I had the opportunity of observing two 
which glomus tumors were present under the nail. The most character- 
ptom is the exquisite pain. Often at the least touch the patient complains 
radiating up to the shoulder. The symptoms, aside from pain, are the 
of small bluish discolorations. The nail plate has to be removed and the 

scraped off, since the tumor is not encapsulated. 
ree that the cells observed in the tumor are not endothelial cells. I have 
em perithelial cells for want of a better name. Some pathologists believe 
be of muscular origin, but they are probably of adventitial or reticulo- 
lial! origin, as Dr. Satenstein suggested. Recently Dr. Saenz succeeded in 
strating the nerve endings between these cells. They showed clearly with 

mpregnation. 

Frep Wise, New York: I wish to supplement Dr. Weidman’s masterly 
n of the subject and say a few words about the clinical aspects of the 


Because of the number of relevant articles published recently it might be 
that this is a common condition, but it is really extremely rare. It is 


though 


t 


unusual for dermatologists to see patients with glomus tumors, as on account 
i the extreme pain the patients usually consult a surgeon instead of a dermatolo- 
cist. The particular interest in this case was the absence of pain; it was probably 
due to the absence of involvement of the nerve fibers, as Dr. Weidman stated. 
Pautrier recently reported a case of prurigo nodularis in which he demonstrated 
the presence of congeries of nerve fibers within the papules. In prurigo nodularis 
the chief symptom is itching, while in glomus tumors the involvement of the nerve 
gives rise to pain. What is the explanation of this difference in subjective 
symptoms ? 

Dr. |. FRANK FrAseR, New York: Recently I had the opportunity of studying 
sections from a small bluish nodule from the thigh which clinically resembled a 
melanoma and which was painful when touched. The sections showed all the 
1 of a glomus tumor, viz., vascular, muscular and nerve elements. 

1e reasons these tumors may be mistaken histologically for hemangioma art 

1) because of the resemblance of the cells to capillary endothelium. These cells 

ire not endothelial; essayists term them epithelioid. I prefer to call them adven- 

titial reticulum cells. (2) Because it is necessary to use a special stain (silver) 
» bring out the nerve fibers. 

In Drs. Weidman and Wise’s case the tumor did not show any nerve tissue. 
| should like to ask Dr. Weidman whether he used the silver stain. 

Dr. Harotp N. Core, Cleveland: Last fall a housewife was sent to me because 

a painful spot on the little finger of the left hand. On examination it was 
ilmost impossible to see anything, but on close inspection I found an area perhaps 
1 cm. long involving the lower aspect of the nail and extending out on the soft 
tissue. Touching it with a feather caused the patient to jump. The lesion had 
been present for seven or eight years and had become more and more painful; it 
was almost impossible to control the pain with morphine. The patient was in a 
really desperate condition. I thought of a supernumerary rib but found nothing. 
She finally became discouraged and did not return. About two months later | 
read the article by Lewis and Geschickter. I immediately called up the physician 
who had sent the patient to me and talked the case over with him. The lesion 
was removed. It contained all the characteristics of the typical glomus tumor. 
lhe pain disappeared at once, and the patient has had no further difficulty. 
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My co-workers and I followed the advice of Lewis and Geschickter and < :udieg 
over all the cases of endothelial tumors in the Lakeside Hospital. Almost «; once 
we found one which was a typical glomus tumor and had been diagnos: aide. 
thelioma. 

Dr. Davin L. Satengtein, New York: My co-workers and I made the 
histologic diagnosis ; we stained the sections with silver for nerve tissue but there 
was none. 

Dr. M. H. Esert, Chicago: This seems to be a testimonial meeting oy 
glomus tumors. In the Cook County Hospital three such tumors have been recog- 
nized in the last few months; I think the recognition was stimulated by the article 
of Lewis and Geschickter. The histologic diagnosis of two of them was angio- 
endothelioma but on further examination they proved to be glomus tumors. Two 
of these cases are to be reported soon by Dr. Slepyan, the assistant in pathology 
at the Cook County Hospital, and they have been carefully studied. He observed 
transition forms between the smooth muscle and the epithelioid cells but was 
unable to demonstrate by impregnation or other methods any form of nerve tissye 
in the tumor. He did not use the Masson trichrome stain but did use silver 
impregnation. One tumor was present just below the knee in a man aged 64 and 
had been present for many years. During the past several years it had been 
painful on pressure. The patient was a laborer and had no time to consult physi- 
cians, but he had built up a protection in the form of a large corn pad which 
protected the lesion from pressure. He sustained an accident in which this corn 
pad was torn off and the tumor partly torn from the skin. When he came to 
the hospital the lesion was bleeding in arterial spurts. It was removed surgically, 
I think that in the accident the arteries were opened up, and this accounted for 
the arterial bleeding. 

Dr. Frep D. WerpMAnN: A glomus tumor may be mistaken for a melanoma. 


It is bluish black and often occurs in the nail bed, but the excruciating pain is 
the important point in the differential diagnosis. All the photographs shown were 
taken from sections sent to me from New York. The paraffin block sent to me 
did not contain enough material to warrant staining with silver. I was unaware 
until today that silver stains had been made in New York. 





INSATURATED FATTY ACIDS IN ECZEMA 


BSERVATIONS ON ACNE VULGARIS, PSORIASIS, XANTHOMA 
TUBEROSUM AND XANTHOMA PALPEBRARUM 


NORMAN N. EPSTEIN, M.D. 
AND 
DAVID GLICK, Pu.D. 
SAN FRANCISCO 


Hansen reported originally that the degree of unsaturation of fatty 
acids in the blood serum, as measured by the level of iodine absorption, 
was lower in infants with eczema than in normal controls. This work 
was followed by studies on the iodine absorption of the serum of rats 
on fat-free diets, and it was observed that the serum of normal rats was 
much more unsaturated (1. e., absorbed much more iodine) than that of 
the animals on the restricted diet.2, Later changes in the lipid content of 
the serum and the therapeutic effects of various oils were observed in 
patients with infantile eczema. Hansen concluded from this work that as 
the iodine number of the serum rose a parallel improvement of the cuta- 
neous condition resulted, regardless of whether the greater unsaturation 
of the lipids was effected by feeding oil or by applying coal tar locally.® 

Faber and Roberts* repeated Hansen’s work and observed in a 
series of sixteen normal control infants an average iodine number of 
the blood serum lipids of 117, with individual values varying from 86 to 
152, while in a series of fifteen patients with infantile eczema the 
average iodine number was 107, variations of from 80 to 140 being 
noted. They concluded from their figures that the factor of fatty acid 
saturation is of secondary or incidental etiologic significance in eczema. 

Cornbleet stated in a preliminary report ° that maize oil used in the 
treatment of adult eczema seemed to produce favorable results. More 
recently Taub and Zakon® reported that in their series of eight cases 


From the Department of Dermatology and the Research Laboratories of the 
Mount Zion Hospital. 

1. Hansen, A. E.: Proc. Soc. Exper. Biol. & Med. 30:1198, 1933. 

2. Hansen, A. E.: Proc. Soc. Exper. Biol. & Med. 30:1200, 1933. 

3. Hansen, A. E.: Proc. Soc. Exper. Biol. & Med. 31:160, 1933. 

4. Faber, H. K., and Roberts, D. B.: J. Pediat. 6:490, 1935. 

5. Cornbleet, T.: Use of Maize Oil (Unsaturated Fatty Acids) in the Treat- 
ment of Eczema, Arch, Dermat. & Syph. 31:224 (Feb.) 1935. 

6. Taub, S. J., and Zakon, S. J.: The Use of Unsaturated Fatty Acids in the 
Treatment of Eczema, J. A. M. A. 105:1675 (Nov. 23) 1935. 
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of eczema the use of linseed oil was of no therapeutic value and pointed 
out the danger of allergic reactions in some persons. 

From the foregoing review it appears that the significance of 
unsaturation of fat and of the value of therapy designed to increase the 
degree of unsaturation of blood lipids in eczema are still unsettled 
questions. The purpose of the present investigation is to throw some 
light on this problem by a further examination of the iodine numbers 
of the blood lipids both in infants and in adults with eczema and t 
compare the change in the iodine number with the condition of the skin 
in patients receiving oral treatment with oil. Studies of the iodine 
numbers in cases of cutaneous diseases other than eczema, i. e. 
psoriasis, acne vulgaris, xanthelasma and xanthoma, are also included, 


EXPERIMENTAL DATA 

The total lipids were extracted and determined according to the method of 
Bloor,? while the iodine absorption was measured by Yasuda’s procedure according 
to the method of Rosenmund and Kuhnhenn.® 

As shown in table 3, it makes little difference whether the iodine number is 
measured on whole blood or on serum lipids. Hence all the determinations wer 
made on whole blood as a matter of economy, since it was difficult to obtai 
sufficient serum from some of the infants. Specimens of blood obtained while th 
patient was fasting were employed throughout; 2 cc. proved sufficient for measure 
ments of both total lipid and iodine absorption. 


CLINICAL FINDINGS 
The patients ® selected for this study all presented the clinical picture 
of eczema. For the most part their disorders were of ‘a particularly 
resistant type which had failed to clear after various forms of treatment, 
including local remedies, roentgen therapy, elimination diets when 
indicated and nonspecific protein therapy. Since the term eczema 
embraces such a large number of clinical varieties, the disorders exhibited 
by the patients studied were classified as follows: infantile eczema; 
eczema of childhood beginning as an infantile type and recurring in the 
flexures; recurring vesicular eczema of the backs of the hands and 
forearms frequently termed neurotic eczema; seborrheic eczema of the 
scalp, ears, face and neck; generalized eczema of adults found later in 
life ; eczematoid dermatitis beginning on an infectious basis or following 
local irritation but persisting for long periods as an eczema. 
The first two types of eczema, that is, infantile eczema and the 
eczema which persists through childhood, perhaps afford most interest 


7. Bloor, W. R.: J. Biol. Chem. 77:53, 1928; 82:273, 1929. 
8. Yasuda, M.: J. Biol. Chem. 94:401, 1931. 


9. Some of the clinical observations reported here were made on patients who 
attended the dermatologic clinic of the University of California, 
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report, as they are undoubtedly varieties of some allergic reaction. 
lso belong to the group of disorders in which the administration 
aturated fatty acids might theoretically have been of benefit. 
four cases of infantile eczema the iodine numbers of the blood 
determined. One of the babies (case 29), aged 3 months, received 
poonfuls of linseed oil by mouth three times daily for three 
months without any effect on the progress of the condition. One baby, 
aged 15 months, the iodine number of whose blood was not determined, 
received 2 teaspoonfuls of linseed oil three times daily for five months 
without improvement attributable to the therapy. 
(here were seven children and one young adult whose eczema had 
begun in infancy and who had had recurring attacks since. The patients’ 
ages varied from 11 to 18 years. The adult (case 5) was 26. These 


patients had been under observation for a period varying from a few 


months to several years. On all but one determinations of the iodine 
number had been made. ‘Two patients in this group had received no 
linseed oil, while the others had taken ™% ounce (14.2 cc.) of linseed 
oil three times a day for one month or longer. The two patients with 
eczema (cases 31 and 32), table 8, each exhibited a flare-up on one 
occasion during the period of treatment with oil. In this group one 
patient with a disorder of a mild type definitely improved, but it was 
impossible to attribute this improvement to the oil therapy. There was 
no improvement in the other patients in this group. 

There were twenty-three adults who presented the various clinical 
types of generalized eczema, neurotic eczema, infectious eczematoid 
dermatitis and seborrheic eczema. Determinations of iodine numbers 
were made on all these patients. Linseed oil in adequate amounts, 
i.e, 2 ounces (56.8 cc.) daily for from one to five months, was taken 
by eleven of these patients. In no instance was there a definite bene- 
ficial effect on the eczema. 

In a group consisting of twelve patients with psoriasis, six with 
acne vulgaris, three with xanthoma tuberosum and one with xanthoma 
palpebrarum, no definite correlation could be observed between the 
iodine number of the blood and the clinical manifestations of the 
disease. 

COMMENT 

Krom a clinical standpoint the administration of linseed oil to the 
patients forming the basis of this report produced no beneficial thera- 
peutic results. In two instances of flexural eczema in young children 
there was a definite exacerbation of the condition at the time the 
patients were taking the oil. Considerable difficulty was experienced 
in encouraging patients to take linseed oil in large quantities because 
of the taste. In some instances the patients complained of nausea. 
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CHEMICAL FINDINGS 


The total lipid content, the amount of iodine absorbed ani the 
iodine numbers are given for the whole blood of normal adults (tab): 1), 
of patients with eczema (table 2), of adults with psoriasis (tab 4). 


TasBLe 1.—Jodine Numbers of the Blood of Normal Adults 











Iodine lodine 
Total Lipids, Absorbed, Total Lipids, Absorbed, 
Mg. per Mg. per Iodine Mg. per Mg. per Iodine 
100 Ce, 100 Ce. Number 100 Ce. 100 Ce, Number 
486 358 518 471 
680 496 7 495 862 
566 420 632 466 
405 425 5 386 440 





TaBLe 2.—lodine Numbers of the Blood of Patients with Adult and 
Infantile Eczema 








Adult Eczema Infantile Eczema 
7 oe = a 
Total Iodine Total Iodine 
Lipids, Absorbed, Absorbed, 
Mg. per Mg. per Iodine . Mg. per Iodine 
Case No. 100 Ce. 100 Ce. Number Case No. 100 Oc. 100 Ce. Number 
352 2 92 29 454 419 92 
550 69 30 406 412 10 
60 83 437 446 102 
69 34 563 439 78 
95 
93 Eezema of the Flexures in Childhood 
124 $1 567 391 j 
78 32 332 400 
84 4 897 820 
85 7 405 292 
73 2 518 872 
84 7 508 872 
23 427 839 











TasLe 3.—Comparison of Iodine Numbers of Serum and of Whole Blood Lipids 
of Adults with Ecsema 





Serum Whole Blood 
-N —_ A 
Iodine Icdine 
Total Lipids, Absorbed, Total Lipids, Absorbed, 
Mg. per Mg. per Iodine Mg. per Mg. per Iodine 
100 Ce. 100 Ce. Number 100 Ce, 100 Ce, Number 


470 875 417 
587 522 506 
418 400 97 881 
858 419 487 
889 381 417 
567 495 567 
462 515 470 
637 476 i 409 
990 705 750 











oo 
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ients with acne vulgaris (table 5) and of patients with xanthoma 
6). Table 7 summarizes these results and shows that the average 
numbers for the group composed of six patients with acne vul- 


raBLE 4.—Jodine Numbers of the Blood of Adults with Psoriasis 


Iodine Iodine 
ital Lipids, Absorbed, Total Lipids, Absorbed, 
Mg. per Mg. per Iodine Mg. per Mg. per Iodine 
100 Ce. 100 Oc. Number 100 Ce. 100 Ce. Number 
607 881 5 528 515 98 
802 648 417 881 91 
776 419 615 537 
564 862 525 544 
356 852 632 598 
600 887 3 555 563 





raBLE 5.—lJodine Numbers of the Blood of Patients with Acne Vulgaris 





Iodine Iodine 
Total Lipids, Absorbed, Total Lipids, Absorbed, 
Mg. per Mg. per Iodine Mg. per Mg. per Iodine 
100 Ce, 100 Ce. Number 100 Ce. 100 Ce, Number 


860 847 96 348 404 116 
832 8338 100 336 400 119 
474 485 102 861 381 105 


TABLE 6.—lodine Numbers of the Blood of Patients with Other Cutaneous 
Conditions 


Iodine 
Total Lipids, Absorbed, 
Mg. per Mg. per Iodine 
Diagnosis 100 Oc. Number 


Xanthoma tuberosum 1,048 101 
Xanthoma tuberosum BE 448 98 
Xanthoma tuberosum 35 1,125 91 
Xanthoma palpebrarum 611 108 





TABLE 7.—Summary of Iodine Numbers of the Blood for the Various 
Groups Studied 





Extremes in Average 
Number of Iodine Iodine 
Group Cases Numbers Number 


Hormel OO iacices sn eacd ecisceccsveresvscrscoceeseuts 73-114 
Eczema in adults 60-124 
Ohildhood eczema 69-120 
Infantile GGURUIG ic cdecccccicccccvcceseccenccsescvccsccses 78-102 
Adult psoriasis : 54-108 
Acne vulgaris...... ERR OP ewe Perera ees te eT 96-119 
Xanthoma tuberosum 

Xanthoma palpebrarum 








garis, three patients with xanthoma tuberosum and one patient with 
xanthoma palpebrarum are higher than those for the group composed 
of normal adults, patients with eczema and patients with psoriasis. 
However, we place little significance on this difference, since the varia- 
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tion in the iodine numbers within the latter group is greater thai the 
variation between the groups. 

Wilson and Hanner showed that when from 4 to 5.6 Gm. of cream 
and from 2.8 to 5 Gm. of cod liver oil per kilogram of body weight 
were administered to children the iodine number of the blood sine 
changed in a few hours.’® Doses of linseed oil practicable for admin- 
istration to patients produced no consistent change in the iodine num- 
bers of the blood (table 8), and no clinical effect could be elicited. 


TaBLe 8.—Effect of Linseed Oil Therapy on the Iodine Number of the Blood oj 
Patients with Eczema 








Doses of 


Linseed Oil Fat, Iodine, 
and Duration Mg. per Mg. per Iodine 


No. 


31 


Diagnosis 


Flexural eczema 
recurrent since 
infancy 


Flexural eezema 
recurrent since 
infancy 


Generalized 
eczema for 


of Treatment 


8 cc. 4 times a 
day for 10 
months 


8 cc. once a 
day for 9 
months 


% ounce (14.2 ec.) 
3 times a day for 


Date 


10/16/35 


6/21/85 


7/15/35 


100 Ce. 


567 
461 
558 
409 
832 


400 


427 
417 


100 Ce. Number 


391 
362 
414 
415 
400 
368 


339 
419 


Clinical Results 


No improvement: 
eczema flared up 
during treatment 


No improvement; 
eczema flared up 
during treatment 


No improvement 


lL year 5 weeks 
Seborrheic 
eczema for 
5 years 

Seborrheic 
eczema for 
3 years 


Improved; clear 


6/27/35 478 505 
5 on 9/27/35 


7/30/35 567 427 
9/20/35 470 438 
5/27/35 503 427 
6/ 1/35 607 467 


% ounce (14.2 ce.) 
3 times a day fer 
23 weeks 

8 ec, 4 times a 
day for 1 

month 


1 ounce (28.4 cc.) 
3 times a day 
for 1 month 


% ounce (14.2 ce.) 
3 times a day 
for 9 weeks 


% ounce (14,2 ce.) 
8 times a day 
for 4 months 


% ounce (14.2 cc.) 
3 times a day 
for 2 months 


No improvement 


6/ 3/85 564 410 Improved 


Eezema for 2 
6/14/35 536 307 


years; derma- 
titis venenata 
Eezema recur- 4/26/35 405 292 No improvement 
rent since in- 7/19/35 400 
fancy 
5/17/35 460 360 No improvement 


Severe eczema 
7/19/35 506 467 


for 1% years 
3/15/35 550 381 No improvement 


Eezema for 5 
7/19/35 37 400 


7 years 





SUMMARY 
Administration of linseed oil to patients with eczema in practical 
quantities had no consistent effect in increasing the degree of unsatu- 
ration of the lipids of blood obtained during fasting, and no clinical 


improvement was observed as a result of this therapy. 
The iodine numbers of the blood of normal persons and of patients 


with eczema, psoriasis, acne vulgaris and xanthoma varied sufficiently 
that no clinical significance could be attributed to these findings. 


10. Wilson, W. R., and Hanner, J. P.: J. Biol. Chem. 106:323, 1934. 





SOME RESULTS OF PATCH TESTS 


OMPILATION AND DISCUSSION OF CUTANEOUS REACTIONS TO 
OUT FIVE HUNDRED DIFFERENT SUBSTANCES, AS ELICITED 
BY OVER TEN THOUSAND TESTS IN APPROXIMATELY 
ONE THOUSAND PATIENTS * 


ADOLPH ROSTENBERG JR. M.D. 
AND 
MARION B. SULZBERGER, M.D 


NEW YORK 


(his paper presents a compilation of the results of patch tests made 
on 998 persons, who were subjected to a total of 10,198 patch tests 
with about 500 different substances. Before considering the results 
obtained, we believe it essential to discuss briefly the nature of the 
dermatologic material and the circumstances under: which these tests 
were performed. It must first be emphasized that we shall not attempt 
to consider the merits of patch tests as a diagnostic measure; nor shall 
we enter into a discussion of the technic of their application, of the 
reading of results or of the indications for patch tests in general.’ In 
agreement with the majority of observers, we are convinced of the value 
of patch tests as an aid to diagnosis, provided proper regard is given to 
their inherent limitations. Furthermore, it must be stated at the outset 
that this is not a report on a preconceived research problem, for the 


work was not planned beforehand with any express purpose in mind. 
In other words, neither the clinical material nor the test substances wer: 
selected because of their bearing on any specific problem. 

The work was done as part of the routine in the department for 
patients with allergic or presumptively allergic disorders of the skin in a 
large dermatologic clinic. The tests were ordered by many different 


physicians, but the ordering was largely a matter of individual decision, 
there being limited standardization of the clinical material. By this we 
mean that the majority of the patients tested fell into certain diagnostic 
groups, as will be seen from the tables. The selection of the particular 
tests which were applied in any given case was also a matter of indi- 

Submitted for publication, June 18, 1936. 

*From the Skin and Cancer Unit, New York Post-Graduate Medical School 
of Columbia University, Dr. G. M. MacKee, director. 

Read before the Section on Dermatology and Syphilology at the Eighty- 
Seventh Annual Session of the American Medical Association, Kansas City, Mo., 
May 14, 1936, 

1. Sulzberger, Marion B., and Wise, Fred: The Contact or Patch Test: Its 
Uses, Advantages, and Limitations, Arch. Dermat. & Syph. 23:519 (March) 1931. 
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vidual decision, except that every effort was made to avoid the se of 
primary irritant concentrations. When “routine tests” were ordered the 
substances used as a “routine” were selected with certain definite aims 


in mind, as we have brought out elsewhere.* The application and the 


TABLE 5.—Point Rating of Group Substances as Likely Eczematogenous Noxae 
as Based on Table 4* 
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* Method: 14 points awarded for each first rating, 13 points for each second, ete. The 
theoretica] maximum would be 14 points—i. e., that substance was first in all three of the 
diagnostic groups of table 4. 





reading of the tests were carried out by trained physicians or techni- 
cians, and the procedure was fairly well standardized. 

Accordingly, while our material is in many respects ill designed for 
the gathering of precise statistical information, we believe that it has a 
practical value in that it represents the results obtained under actual 


working conditions. 


2. Sulzberger, Marion B., and Rostenberg, Adolph, Jr.: Practical Procedures 
in the Investigation of Certain Allergic Dermatoses, J. Allergy 6:448, 1935. 
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Sonic of our results are presented in the tables and charts, which 
be self-explanatory when studied in conjunction with the 
ed captions and remarks, 


should 

appen 
COMMENT ON TABLES AND CHARTS 

Before attempting to draw conclusions, we find it essential to point 

possible factors of error. For, although our figures represent 
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Chart 1—Graphic representation of sensitivity product. The sensitivity product 
is obtained by multiplying the percentage of individual cases in which there was 
at least one plus-minus reaction by the percentage of tests on the same persons 
which gave a plus-minus or greater reaction. The numbers after the diagnoses 
indicate the sensitivity products for the respective conditions. Accordingly, on 
the graph the area enclosed by the rectangle for a given dermatosis is the graphic 
representation of the size of the sensitivity product for that dermatosis. Thus on 
the graph the area KLMN is the graphic representation of the magnitude of the 
sensitivity product for dermatitis medicamentosa, and by the same token this is 
represented for urticaria by the area QRMN. (Fortuitously, these two conditions 
share one coordinate.) Consequently, the respective areas determined by the 
coordinates of the point corresponding to the sensitivity product for a given der- 
matosis give a pictorial representation of the ratios of sensitivity among the given 
dermatoses. In a hypothetic dermatosis which was associated with 100 per cent 
sensitivity (i.e., all persons with this condition reacting to all substances applied) 
the coordinates would have to be extended to 100 in each direction in order to 
embrace the area (product) of sensitivity. In order to comprehend fully the sig- 
nificance of this graph one must realize that these points are not isolated points 
on a plane but must be conceived of as areas representing magnitudes. The fol- 
lowing abbreviations are used: D.V., dermatitis venenata, 559, S. E., seborrheic 
eczema, 346; O. D., occupational dermatitis, 518; Ec., eczema, 297; E. M., erythema 
multiforme et toxicum, 396; N.D., neurodermatitis disseminata, 169, Urt., urticaria, 
166; D.M., dermatitis medicamentosa, 118. The same initials plus a question 
mark mean that the same diagnosis was made but that it was doubtful. 





440 ARCHIVES OF DERMATOLOGY AND SYPHILOLOG) 


perhaps the largest statistical compilation of this kind, they nevertheless 
do not permit sweeping generalizations, and certain important aspects 
of the various problems unfortunately fall entirely without the scope of 
our data. For example: 

1. Our figures do not permit us to consider the efficacy of the patch 
test as a means for discovering the precise etiologic agent in a giyen 
dermatosis, the reasons being as follows: 

(a) The value of such tests in the discovery of causal factors 
depends mainly on the details brought out when the history is taken 


Adjusted graphic representation 
of sensitivity product 


Abscissa: Constant at 25 units 
Ordinate: Quotient of product + abscissa 
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Chart 2—This graph represents the data of chart 1 adjusted so that one 
coordinate (the abscissa) is kept constant (25 units was selected but this was 
merely for convenience). The sensitivity product was then divided by this con- 
stant (25) and the quotient used as the ordinate. In this way similar rectangles 
and an easier visualization of the respective sizes were obtained. Thus the area 
embraced by the sensitivity product of occupational dermatitis is the rectangle 
ABCD, whereas the sensitivity product of allergic eczema is shown by the rect- 
angle EFCD. L.C.S. means lichen chronicus simplex circumscripta, dermato 
means dermatophytosis and id. Other abbreviations have the same meaning as on 


chart 1. 


and on the skill employed by the examining physician in eliciting clues; 
hence, this involves a personal variable which we are unable to evalu- 
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ate the figures given in this report. In general, it may be said 


that cutaneous tests are of little value in pointing to an etiologic diag- 
yosis When they are applied in a disorganized or in a haphazard 
manner. In our opinion the function of patch tests is largely a cor- 
roborative one, or what might be termed that of a limiting factor; that 
is to say, if by means of the history and of other findings several 
particular substances are suspected of causing the disorder, the patch 
test often enables the physician to decide which, if any, of these sub- 
stances is the actual cause, or whether several—and which ones—are 
implicated. 
Adjusted graphic representation 
of sensitivity product 


Abscissa: Constant at 25 units 
Ordinate: Quotient of product + abscissa 
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Chart 3.—This chart is the graphic representation of the sensitivity products 
for the groups. It is derived from table 2 exactly as chart 2 was derived from 
table 1. The sensitivity products for the groups were determined from table 2, 
a constant abscissa was decided on and the variable ordinates were plotted; in 
that way similar rectangles were obtained. The legends to charts 1 and 2 apply 
equally well to chart 3. The first figure after the diagnosis is the sensitivity 
product, and the figures in the parentheses indicate the number of cases in each 
diagnostic group. This chart illustrates well how the sensitivity product for 
the contact and eczema groups lies well above the average, whereas that for the 
atopic and noneczematous groups lies well below. 


(b) The causal connection of a positive reaction with the derma- 
tosis under consideration can be definitely established only by means of 
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elimination, renewed exposure and follow-up of the patient—other fac- 
tors being kept equal; and unfortunately except in a few instances jt 
was impossible to do this with our clinical material. 

2. Moreover, in evaluating the percentage frequency of positive 
reactions obtained with individual substances or with classes of sub- 
stances certain causes of possible errors must be borne in mind. Our 
figures do not permit, for example, an unrestricted comparison between 
the incidence of positive reactions to one substance and the incidence of 
positive reactions to each and all other substances. For such comparisons 
would lead to erroneous conclusions if the following facts were 
disregarded : 

(a) In our actual procedure of patch testing certain substances were 
applied as a routine whereas other substances were applied only when 
indicated, that is to say, if the history suggested the likelihood of their 
being incriminated. Obviously, comparisons cannot be made between 
the number of reactions to the substances applied as a routine and the 
number of reactions to substances which were applied only when indi- 
cated. For in general the percentage of positive reactions tends to be 
higher in the group in which the substances were applied only when 
indicated than in the group in which they were applied as a routine. 


(b) Furthermore, certain substances were applied almost exclusively 
in only one clinical condition: for example, protein extract of goose 
feathers was applied almost exclusively in cases of infantile eezema. 
Therefore, the figures submitted do not allow an evaluation as to the 
likelihood of this substance (or substances similarly employed) pro- 
ducing eczematous reactions in general (table 6). 

Despite all such necessary reservations and the caution to be 
employed in assessing our figures, we believe that certain generalizations 
can be drawn. These are, among others, as follows: 

1. It may be stated that, of all the dermatoses considered, the con- 
tact type of dermatitis is far more likely to be associated with positive 
reactions than any other disorder investigated.* This observation con- 
firms the original work of Bloch and Jaeger * and of many subsequent 
investigators who have demonstrated the polyvalent sensitivity of patients 
with contact dermatitis. That patients with contact dermatitis are likely 
to react to patch tests with many different substances is well illustrated 


3. We are not. here considering the high incidence of positive reactions t 
patch tests observed in the group representing dermatitis exfoliativa and erythro- 
derma since we have figures on only 9 cases in that group; and since this seems 
to be a new and not previously recorded observation no valid conclusions can be 
drawn from the results in this small group. 

4. Bloch, B., and Jaeger, cited by Darier, J.: Etiologie et pathogénie de 
’eczéme, Zentralbl. f. Haut- u. Geschlechtskr. 37:657, 1931. Bloch, B.: Patho- 
genese des Ekzems, Arch. f. Dermat. u. Syph. 145:34, 1934. 
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hy cuarts 1, 2 and 3, which show what we term a sensitivity product. 
Th roduct is obtained by multiplying the percentage of individual 
n which there was at least one plus-minus response by the per- 

of patch tests which elicited a plus-minus or a greater reaction 






Cast 







cel 
in the same patients. This product is therefore a factor of the sensi- 
tivity to the patch test in the cases of the dematosis under consideration ) 
and represents the sensitivity of patients with this dermatosis, as com- 
pared with the sensitivity of patients with a hypothetic dermatosis 










associated with 100 per cent, or complete, sensitivity. All patients with 
such a hypothetic 100 per cent sensitivity would react to all the sub- 
stances applied. The product in this hypothetic condition would then be 
10,000 (100 per cent 100 per cent). It is obvious that in cases of the 
actual dermatoses investigated the sensitivity product divided by 100 
would give the percentage of sensitivity in patients with the dermatosis 
under consideration or, in other words, would constitute a ratio of sen- 
sitivity of the given condition to the hypothetic dermatosis predicated as 
being associated with 100 per cent sensitivity. The resulting figure is 
here termed the sensitivity index for the given dermatosis, for it would 
be a numerical representation of the degree of its eczematous or contact 













type of sensitivity. 
The indexes for the dermatoses studied would then be as follows, 
the figures being corrected to the nearest decimal point : ** 
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While further study with larger amounts of material may alter the 
exact numerical value of any given index, we believe that the order of 
the indexes for the dermatoses in question will in the future be shown 







4a. A question mark after a diagnosis means that the diagnosis was doubt- 
ful. The diagnoses in all cases were taken from the patients’ charts and not made 
by us personally. 
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to parallel closely the order given here. Moreover, the indexes o: cupy 
about the relative positions one would have anticipated if one considers 
the nature of the pathologic process, on the one hand, and the method 
whereby the index was determined, on the other. It must be remem- 
bered that the hypothetic dermatosis would have an index of 100: 
hence the dermatosis associated with the highest sensitivity in our 
material, namely, dermatitis venenata,® has a sensitivity of roughly 
only one eighteenth of this. It must be further stressed that the index 
refers only to a pathologic entity and not to a specific person with 
the disease under consideration. In other words, from the method of 
computation it is obviously impossible to determine the sensitivity index 
in any given case; accordingly, the index in itself is of no value as a 
means of making a differential diagnosis, but the computation and study 
of indexes such as that considered here may shed light on the under- 
lying pathogenesis of certain sensitization and other morbid processes. 

It must again be stressed that we are not considering the etiologic 
relevancy of the positive reactions to patch tests. However, regardless 
of whether one construes the multiple positive reactions demonstrated 
in patients with contact dermatitis as a manifestation of a nonspecific 
irritability of the skin, or as a polyvalent specific cutaneous sensitivity, 
it is a fact that this phenomenon constitutes a differential diagnostic 
measure. For a patient in whom a series of routine patch tests elicits 
many positive reactions is more likely to suffer from contact dermatitis 
than is 2 person who exhibits negative reactions to all such tests. This 
aspect has been previously discussed elsewhere.° 

3. It is also noteworthy that atopic dermatitis (neurodermatitis dis- 
seminata) is associated with a lower percentage of sensitivity (lower 
sensitivity index) than the true eczematous eruptions.° 

This finding of a general low incidence of positive reactions to patch 
tests in cases of atopic dermatitis corroborates the work of Sulzberger, 
Spain, Sammis and Shahon.’? It appears to us that this finding may 
also be of some practical value in differential diagnosis. For an eczema- 


5. (a) Osborne, E. D.; Putnam, E. D., and Saunders: Arch. Dermat. & 
Syph., to be published; cited by Stokes, J. H., and Garner, V. C.: Some Current 
Conceptions of Cutaneous Allergic Manifestations, Am. J. M. Sc. 191:566, 1936 
(b) Sulzberger and Rostenberg.? 

6. In our material, the mycotic ids form a possible exception. But, as we have 
pointed out in table 1, not all the cases listed under that diagnosis were proved 
examples of that condition, and even in the cases in which the diagnosis was proved, 
there was frequently another dermatosis besides a mycotic id. Accordingly, these 
facts tend to invalidate the statistical results so far as they appertain to dermato- 
phytids. 

7. Sulzberger, M. B.; Spain, W. C.; Sammis, F., and Shahon, H. I.: Studies 
in Hypersensitiveness in Certain Dermatoses: Neurodermatitis (Disseminated 
Type), J. Allergy 3:423, 1932. 
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toil cruption associated with negative reactions to series of routine 
patcli tests would seem, a priori, more likely to be an atopic dermatitis 
that contact dermatitis.” 

There is one further point which must be mentioned in this 
connection, namely, that if one arranges the dermatoses in ascending 
percentage of sensitivity, the figures appear to vary directly as does the 
amount of macroscopic or histologic vesiculation which the dermatitides 
in question cause, In other words, the tendency toward an eczematous 
response to the patch test, or the chance for the development of an 
eczematous type of allergic reaction seems to be correlated with the 
amount of epidermal vesiculation found in the characteristic lesions of 
the clinical dermatosis in question, This observation, while at present 
only speculative, warrants further research as a possible means of 
explanation for the sensitization mechanism (chart 2). 

5. The warnings which have already been given in reference to the 
conclusions in general are to be applied in particular to our tables which 
show the percentage of reactions to the various classes of substances in 
cases of the specific dermatoses (tables 3 and 4). Nevertheless, one 
is forced to conclude that soap (alkali?), irrespective of whatever 
causal connection it may or may not have, has proved to be at least 
potentially irritating for the skin of patients with contact dermatitis 
and for that of patients with atopic dermatitis,* whereas it appears to 
be relatively innocuous for the skin of those with noneczematous erup- 
tions, as shown by tables 3 and 4. This finding may be of importance 
when correlated with the recent work of Burckhardt, which demon- 
strates that the skin of certain patients with occupational eczema pre- 
sents a diminished capacity to neutralize alkali, as compared with the 
normal alkali neutralization power of the skin of noneczematous con- 
trols. Our figures make it appear possible that a (nonimmunologic) 
lowered capacity to neutralize alkali is a common abnormality of the skin 
in patients with certain typical eczematous and eczematoid dermatoses 
How far this abnormality may be a fundamental predisposing factor in 
rendering persons subject to cutaneous sensitization must be studied 
further. Of course, for the present, the opposite interpretation is also 
possible, namely, that this lowered capacity to neutralize alkaline sub- 
stances may be merely either a concomitant or a resultant of these 
pathologic processes. 

6. While no hard and fast conclusions may be drawn from the order 
of frequency in which the classes of substances elicited positive responses 

8. Stauffer, H.: Die Ekzem Proben, Arch. f. Dermat. u. Syph. 162:157, 
1931. Footnote 5a, 

9. Burckhardt, W.: Beitrage zur Ekzemfrage: Die Rolle des Alkali in der 
Pathogenese des Ekzems speziell des Gewerbeekzems, Arch. f. Dermat. u. Syph. 
173:155, 1935, 
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to patch tests in cases of the specific dermatoses (tables 3 and +). it 
seems likely that—all other factors being equal—the substances most 
frequently eliciting reactions are the ones most suspected of playing a 
causal role. In this event, in the noneczematous group, arsenic and its 
derivatives are the substances to be considered first. 

7. An interesting finding, and one which bears out points already 
stressed, is the reaction to the “biologicals” in the three diagnostic 
groups (tables 3 and 4). The percentage of reactions is 20, 10 and 5. 
for the contact, atopic, and noneczematous groups, respectively. Cer- 
tainly no one can claim that this order represents the order of possible 
exposure, that a person in any of these groups has a greater chance to 
become sensitized to tuberculin or that this particular person may have 
“used trichophytin more” than other persons. Nevertheless, despite the 
a priori apparently equal chances of sensitization, the percentage of 
reactions to the biologicals parallels the percentage of general sensitivity 
to patch tests for the respective dermatosis groups. ! 

8. It is also noteworthy that the percentage of reactions both to 
nickel and to arsenic is roughly the same in the contact dermatitis group 
and in the atopic dermatitis group; whereas the percentage of reactions 
to most of the other class substances is about one-half as great in the 
atopic as in the contact group. This confirms the work of Steiner 
and of Sulzberger and Hill ** and shows that in atopic dermatitis nickel 
salts in particular and the salts of heavy metals in general produce 
a far greater number of positive reactions than is elicited in cases of 
this condition by any other class of eczematogenous substance. The high 
incidence of reactions to soap in the atopic dermatitis group constitutes 
an exception to this statement and confirms the original findings of 
Osborne, Putnam and Saunders.** This seems to be a new observation, 
for we find no previous mention of this fact in the literature. We shall 
not enter into further discussion of this finding here. 

9. In studying the results of patch tests with individual substances 
(table 6) it becomes increasingly difficult to assay accurately the sig- 
nificance of the percentage obtained. This is true for the various 
reasons already given but especially because of the fact that certain 
substances were applied as a routine and others were applied only when 
the history, clinical appearance and course indicated that they might be 
concerned in the etiology. We have therefore not attempted to make 
comparisons between substances used only when indicated and those 
used as a routine but have restricted our conclusions to a comparison of 


10. Steiner, K.: Ueber die Ergebnisse und den Wert der “funktionellen Haut- 
priifung” mittels der Lappchenprobe bei Hautkranken und bei Haut- “Gesunden,” 
Arch. f. Dermat. u. Syph. 157:600, 1929. 

11. Sulzberger, Marion B., and Hill, L. W.: Evolution of Atopic Dermatitis, 
Arch. Dermat. & Syph. 32:451 (Sept.) 1935. 
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ces used as a routine with other substances used as a routine or 
omparison of substances applied only when indicated with other 
inces which have been applied with analogous indications. We 
believe that such comparisons are warranted and that they may be of 
ristic value. We shall here call attention to only a few data gleaned 
from such comparisons : 

It is somewhat surprising that of the dyes studied the para reds 
produced the highest percentage of positive reactions, as paraphenylen- 
diamine has always been considered the dye which is most likely to 


cause sensitization. 

») In comparing ordinary cosmetics, grouped as (1) face cream, 
(2) rouge, (3) lip-stick, (4) face powder and (5) eye cosmetics, the 
percentage of frequency of positive reactions is in the order as listed. 

(c) Contrary to expectations, hair tonics produced 50 per cent more 
positive reactions than hair dyes. 

(d) An interesting finding is that the percentage of positive reac- 
tions to miscellaneous topical remedies which our patients had previously 
applied was 17.9 and the percentage of positive reactions to 5 per cent 
ammoniated mercury ointment was 17.8. This close approximation of 
the two figures makes it seem possible that many preparations of this 
nature when they sensitize do so because of their mercury content. 
Additional evidence for this is the fact that tests with ammoniated 
mercury ointment yielded a higher percentage of positive reactions than 
did tests with any other substance on our list of materials employed as 
external medicaments. 

(ec) A comparison of the percentage of reactions to the protein 
extracts of goose feathers, duck feathers, and chicken feathers yields 
significant differences. As these tests were all made on the same per- 
sons, the disparity can be explained only on grounds of either of the 
following theories: (1) the quantity of the kind of feathers normally 
encountered descends in the order listed, so that there is a correspond- 
ingly greater chance of exposure and hence of sensitization to goose 
feathers than to duck or chicken feathers, or (2) there is some property 
peculiar to, and inherent in, goose feathers which allows for an enhanced 
sensitizing potentiality. As stated, in our study the patch tests with 
the protein extracts of all feathers were made almost exclusively on 
patients with infantile eczema. The results of these tests fully confirm 
the observations of Peck and Salomon ** regarding the high incidence 
of reactions to feathers in patients with infantile eczema in the city of 
New York. 


12. (a) Peck, S. M., and Salomon, G.: Eczema of Infancy and Childhood, 
Am. J. Dis. Child. 46:1308 (Dec.) 1933. (b) Peck, S. M.: Eczema of Infancy 
and Childhood: Neurodermatitis Disseminata and Atopy in Infancy, New York 
State J. Med. 34:957 (Nov. 15) 1934. 
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(f) Analysis of the percentage of positive reactions to the protein 
extracts of kapok, cotton, silk and wool shows a surprisingly lower 
incidence, as compared to the percentage of positive reactions to the 
protein extracts of feathers. Again, as these tests were all made on 
the same persons (patients with infantile eczema), and as it seems 
that the likelihood and amount of exposure to this class of substances 
is certainly not less than that to feathers, the results can be explained 
only by assigning a greater sensitizing potentiality to the protein extract 
from feathers. This finding seems to have some possible practical 
implications in two directions: (1) As prophylaxis it might be advis- 
able to fill pillows and mattresses with material other than feathers, 
provided some adequate substitute with a low sensitizing potentiality can 
be found. (2) In the management of a sensitization dermatosis it would 
be advisable to eliminate contact with these allergens or at least to 
attempt to do this in all cases of infantile eczema.*** 

(g) An interesting contrast is afforded by comparison of the reac- 
tions to the three mercury preparations with which tests were made as 
a routine, namely, mercury bichloride, mercurochrome and metaphen. 
The percentage of positive reactions to these substances was as follows: 
8.7, 2.4 and 3, respectively. That this descending incidence of positive 
reactions is not related to the absolute mercury content of these test 
substances is easily demonstrable and is made apparent by the data in 
table 7. 

In other words, there was approximately seven and a half times 
as much mercury in the mercurochrome as used as there was in the 
same amount of mercury bichloride; nevertheless on a percentage basis 
the mercury bichloride produced three and six-tenths times as many 
reactions. This brings forth again the hypothesis that in order for a 
substance to produce an eczematous reaction, that substance must be 
ionizable (and thereby enabled to form compounds with protein?). Of 
course, this hypothesis could not explain a sensitivity to some substance 
such as benzene unless the formation of intermediate ionizable com- 
pounds was postulated. Whatever is the explanation for this phe- 
nomenon, the facts warrant further study as to possible leads in the 
elucidation of this mechanism as a basis of human sensitizations to 
simple chemicals (Wolff-Eisner and Landsteiner ). 

(h) A study of the results of the tests with the halogens yields 
instructive figures. From table 5 it appears that 25 per cent potassium 
iodide in petrolatum produced a much lower incidence of positive reac- 
tions than did 25 per cent potassium bromide. This is probably only 
an apparent discrepancy, as tests with potassium iodide were made as a 
routine whereas tests with potassium bromide were made only when 
indicated. That this is the case is brought out by the percentage of 
reactions to 50 per cent potassium iodide and to 50 per cent potassium 
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Kapok protein CXtract..........ccecscccccccccvcccecs 
Feathers—chicken protein extract..............0006. 
Feathers—duck protein extract..........cccccscecees 
Feathers—goose protein extract...........ceeeeeeees 
Horse GAUGE. sien denne batessvns treet nke beavcbicseaws 
. Orris—proteln. GMETOSR ccicccccesvccecetcessveacsesiees 
Orris—10% 122 ORCI sb o's p'wteetteesnccect as cas 
Powder—{Acd QM CHMUMR ices. ciccccscccsacesecicees 
ROUZE occcvcvccccvcvccvccccessevcsccsesseseesceseseces 
Lip-SticK .cccqecedevneddscccsadcecctcenecevceceseveece 
Eye COSMCUOD cocsdsccuctecesenvendeesovecessvesceete 
Creams—{00n: GIG ME  sawiivokoscws vscchdedscedsanses 
Hair tomle GG Bes + cebee aba cckvteeess spubeses 
Hale GYO ciinseccanbasnennsesectekactsstewidswiwesas: 
ResorcinOl—1% SOIUtION .......ccccreccccceccccceecs 
7 Quinine—19G GUNN, Osos cdccdedseeistcdsaeuszessdees 
Sulfur—H%. i FRR oc doce tnecionvcenreveiueves 
Solution of formaldehyde, U. 8S. P.—3% dilution... 
Chloral hydrate—10% solution ................eee0- 
Paraphenylendiamine—2% in petrolatum........... 
Para red—deep SUG TIGRE. .....cceresccccccccsscscees 
Sudan ERD<Gis is veaivs Gin nd tas cbae Henk dvaabawcvcedess 
Methy! GUGUMEW piicsieei cn deet Sees dics cncdeencsetdenecs 
Bismuth—metallie SOltiION .........ccccccsccscceces 
Bismuth ORVOMTISH Gee ccccccccctcccccevasascdeses 
Bismuth GAMCPUNNN, Fesstecsvccdvisscvcceteercccceedsaes 
Solution of potassium arsenite............ Gawd wins 
NeOArapReRMePON Ge  biincn06skasacdueddovcecaseuaes 
Sodium arsenate—10% solution.............ccseeeeees 
Mercurochrome—2% aqueous solution............... 
Motaphah-- ussdecneedcestecbadceutvesesaercs avéonsunenne 
Mercury ammoniated—5% .......ccccccccccccscvccees 
Mercury bichloride@—1:1,000 ........ccccccsccccseccees 
lead subacetate—0.2% ........45.. Ndaue¥cnsettacvess 


Sodium dichromate and potassium dichromate 


$0 W5S ovicnscccadeuser she ckeseebsvans tines Paukets 
Copper sulfate—-1% solution.............0.cceeeeees 
Cuprous chloride—1% solution..............e.sseee0- 
Nickel] sulfate—5% solution.............csccecccceeces 
Motalile G00 x casu ok cersGave Gace Veraseersvceveccs 
Egg white and yolk—protein extract................ 
Foods, various—protein extract.............seseeees 
FOOGS, VORIGUMPOIIEE 50 0k6ns cksccccvinarsaeesecesecas 
Naphthalene—1% solution ...........ccccccecccvcceses 
Pyrethreh. GE hace ahs webvéiutessvantoadecieccecs 
Fit S05 WE Ls cikninlecaceted vant edcetcoeis vee 
Insecticides—miscellaneous .......... err gukepevesbs 
Nicotine salicylate—O% .........essee0s stdabpevakessie 
TODRC0G «.. <i cghisvuad cdawdadesawkadeuesacens ddwedsceoteen 
Tuberculin undiluted ............se00- SieGhibhecteccas 
Trichophytin—various strength ..............ss.e005 
Turpentine—50% in olive oil...... Sab puenCiaskicepeoee 
Poison ivy—1:1,000 in acetone................eceeees 
Plants, various—mainly fresh............ wid ehiidcaree ae 
Chemicals, various—known formulas..... waawlaerens 
Prescriptions for external use............ eicerewcwhan 
Salves, various proprietary...........ceeccecees cioeee 
Prescriptions for internal use............ wiecges cemmieae 


oramide in triacetin 1:500........ yaseobiaekes 
B l picrate Perrrrrerereee rere errr ee Corercccoces 
procaine hydrochloride—1% aqueous solution...... 
Potassium bromide—25% in petrolatum............ 
Potassium bromide—50% in petrolatum............ 
Potassium iodide—25% in petrolatum.............. 
Potassium iodide—50% in petrolatum............... 
OGOLOTOR cvccccncavdvevnereccqhartedadkabersssteeveees 
ete POCEIN GCEEFRCE. ccccccscevvcssrevesecsvevcces 
Silk protein CXtTACE....ccerecccccccccsvcccccsscvccves 
Woo! proteih CKCEBCEs és ccccccccvissscccvessesticdcces 
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The numbers in the left-hand 


* This table represents the number of tests and the percentage of positive reactions 
obtained with the substances listed. The total number of tests with any one substance repre- 
sents the total number of persons tested with that substance. No consideration of diagnosis 
or indication for testing is taken into account in this table. 
columns express the numerical order which that substance occupies when these substances are 
arranged in descending order according to the percentage of positive reactions obtained. The 
— of the individual substances listed is an attempt at a chemical or biologic 

ing. 
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bromide, each of these concentrations being applied only when indj- 
cated and practically identical results being obtained with both. What 
is more interesting is the tremendous percentage of increase in positive 
reactions as the concentration of these test substances was increased. 
In other words, in dealing with the halogens it seems as though the 
incidence of positive reactions to patch tests varies directly as the con- 
centration of the substance applied, other factors being equal. This js 
analogous to Percival’s findings with mercury bichloride but opposed 
to his findings with iodoform.** 

(7) Our figures show that tests with a 1: 1,000 extract of poison 
ivy (Rhus toxicodendron) in acetone gave a relatively low incidence 
(7 per cent) of positive reactions, despite the fact that in a large number 
of cases these tests were made on persons suspected of being sensitive 
to Rhus toxicodendron. This demonstrates that a 1: 1,000 dilution of 
extract of poison ivy is certainly not a primary irritant concentration 
and that a reaction to this concentration is a sign of specific hyper- 


TABLE 7.—Mercury Content of Mercuric Chloride and of Mercurochrome 











Grams of Grams of 
Substance Percentage of Mercury per 
per 100 Ce. Atomic Mercury 100 Cc. of 
of Solution per Gram of Solution 
Substance Used Substance Used 


1:1,000 solution of mercury bichloride -l 73.9 0.0739 
2 per cent solution of mercurochrome : 27.9 0.5580 





sensitivity. This concentration seems safe for routine testing, and 
its use should aid in the specific diagnosis of poison-ivy dermatitis. 


CONCLUSIONS 


This report of the results of patch tests has merely superficially 
touched on a few arbitrarily selected aspects of the results as set forth 
in the tables and charts. The actual findings in the results of the 10,000 
tests analyzed were so numerous and the implications were so varied 
that it was out of the question to make a complete tabulation or report 


here. 

We can therefore only hope that the few points selected and men- 
tioned will serve as examples of the types of analyses to which the 
tabulated results will or will not lend themselves. We believe that the 
tables and charts will furnish further data which may be of value, 
according to the special interest of each reader in particular aspects of 
our results. 

We fully realize the dangers of statistics, and we are aware that the 
material presented here does not permit many hard and fast conclusions. 


14. Percival, G. H.: Quantitative Observations on the Eczema Reaction, Brit. 
J. Dermat. 45:49, 1933. 
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Nev rtheless, we hope that this presentation may be of some value in 
lirections: (1) in submitting objective, numerical evidence on 
| points of interest and (2)—and this is much more important— 


) calling attention to certain as yet inexplicable results and thus to 
certain hypotheses and theories which through further study and investi- 
vation may lead to a better understanding of some of the mechanisms 
responsible for eczematous reactions and eczematous sensitizations.*® 


ABSTRACT OF DISCUSSION 


Dr. M. E. OperMAYER, Chicago: I am sorry that Drs. Rostenberg and Sulz- 
berger did not have an opportunity to read their paper in full. It contained such 
a wealth of valuable information that it seems rather difficult to give the work 
full credit in so short a time. 

[heir statement that the function of patch tests is largely corroborative and 
at the tests are of little value if applied blindly and as a routine cannot be 
sufficiently emphasized and should act as a bulwark against the objectionable cus- 
tom of making patch tests with no definite object in mind. 

My experience is in line with the conclusions of Drs. Rostenberg and Sulzberger 
regarding the principal value of patch tests in contact dermatitis. I go even 
further than that and state that it is only in cases of contact dermatitis that 
positive reactions to patch tests are obtained, while epidermal hypersensitivity is 
rarely if ever present in cases of functional dermatoses such as the so-called atopic 
dermatitis or neurodermatitis disseminata. My co-workers and I have brought 
out these observations in a study which will appear in the ArcHIves. We agree 
that a patient who shows polyvalent epidermal hypersensitivity is most likely to 
suffer from contact dermatitis; such a conclusion is of practical value in differ- 
ential diagnosis, since the fact that a patient exhibits polyvalent epidermal hyper- 
sensitivity should stimulate further search for contact material. 

On the other hand, the absence or near absence of positive reactions to patch 
tests in cases of atopic dermatitis or neurodermatitis disseminata allows the 
conclusion that an eruption which is associated with negative reactions to routine 
patch tests is less likely to be contact dermatitis than atopic dermatitis. My 
co-workers and I feel that this statement is of equal practical value. 

The sensitivity index is indeed an ingenious idea and should be accepted by 
all workers in this field. It will be of considerable interest to see whether this 
mathematical standard of sensitivity in cases of a given dermatosis is subject to 
variations in different countries and climates and for different races. I shall not 
be surprised if, for example, a different figure is obtained in rural districts and 
in large cities. 


The fact that tests with ammoniated mercury ointment yielded such a high 
percentage of positive reactions did not surprise me. My co-workers and I believe 
that mercury constitutes one of the most common causes of contact dermatitis, 
and I agree with the authors that a search for mercury is indicated in any case of 
contact dermatitis produced by topical remedies. 

An especially high incidence of positive reactions to feathers was not found 
in our series. Whether this contrast to the findings in New York is due to a 
geographic factor will have to be investigated. 





15. For further references and concentrations to be used in patch testing see 
R. L. Mayer (Das Gewerbe Ekzem, Berlin, Julius Springer, 1931). 





452 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 

I cannot fully agree with the statement that the amount of macroscopic and 
microscopic vesiculation parallels the percentage of epidermal sensitivity. A) 
important exception to this is a condition which is frequently observed in C| icago 
and which, in my experience, is not associated with a positive reaction to patch 
tests, namely, the exudative neurodermatitis of Kreibich. I believe that this cop. 
dition because of its certain resemblance to contact dermatitis is frequently not 
diagnosed. This is difficult to reconcile with the appearance of that disorder jn 
localized oozing plaques in contrast to the diffuse lesions of dermatitis venenata 

I congratulate Drs. Rostenberg and Sulzberger on their work and on their 
objective observation which prevents them from drawing conclusions when the 
basis of comparison is not uniform. Their work, along with the studies of 
Miescher and his associates, will materially help to solve the intricate problem 
of the mechanism underlying eczematous reactions. 

Dr. S. W. Becker, Chicago: This paper represents an enormous amount of 
work, and its great value lies in the relative frequency of the positive reaction 
to patch tests in cases of contact dermatitis or occupational dermatitis as con- 
trasted with the relative infrequency in cases of the other conditions studied. 

I have been interested for many years in the dermatoses which have been 
called eczema, especially in English-speaking countries. Textbooks have always 
stated that in this condition there is an external as well as an internal component. 
All dermatologists are familiar with the various ideas on the subject. There has 
been a great deal of confusion as to the use of the term eczema. Good authorities 
have had directly opposed opinions, and there are some good reasons for this. 
Dr. Obermayer has shown a slide illustrating the exudative eruption on the left 
and the external irritation dermatitis on the right; the controversy, while it seemed 
to be serious at the time, is rather easy to explain. Jadassohn and Bloch came 
to Frankfort, Germany, to talk on eczema, and Kreibich from Prague, Czecho- 
Slovakia, came to the same congress. Jadassohn and Bloch stated that eczema 
is due to external irritation. They were talking about the picture on the right 
portion of the slide. Kreibich stated that eczema had something to do with the 
nerves and the skin, and he was talking about the picture in the left portion of 
the slide. Two entirely different conditions are represented, and this must be 
appreciated before one can reconcile the various opinions. 

In our experience a positive reaction to a patch test has never been associated 
with the condition illustrated on the left portion of the slide. Microscopic vesicula- 
tion is present, but macroscopic vesiculation is never observed in that condition. I 
have never obtained a positive reaction to a patch test in cases of so-called atopic 
eczema or neurodermatitis. One of my assistants was skeptical about this and 
without consulting me applied patch tests with extract of poison ivy to a series 
of patients with this condition. Finally he confessed what he had done and said 
he had never been able to obtain a positive reaction. 

I should like to have Dr. Sulzberger’s opinion as to whether the reaction to the 
patch test in cases of so-called atopic eczema is of the same type, namely, the 
erythematous edematous vesiculation, oozing and crusting which are observed in 
cases of disorders due to external irritation. 

On the basis of our work my co-workers and I believe that there is no external 
agent in the condition which has usually been called eczema in the English-speak- 
ing countries, namely, the picture in the left portion of the slide, and while it is 
perfectly true that after the condition is present irritations of various types may 
exaggerate and perpetuate it and may confuse the issue, we believe that as far 
as the initial cause is concerned external irritants are not responsible. 


Dr. Paut A. O’Leary, Rochester, Minn.: I prefer to consider the patch test 
as a measure by which one may eliminate some of the suspected etiologic agents in 
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lermatitis rather than as a valuable means of diagnosis. In the inter- 
4 f reactions to the patch test there are three types of positive reactions 
Maks be borne in mind. The reactions are specific, nonspecific and what is 
want of a better term “chemical.” The specific reaction, as the name 
lics, may be seen for example in patients who have ragweed dermatitis after 

on of the specific ragweed to which they are reactive: A nonspecific 

may be seen in patients with the same type of disorder after application 
ootassium salt, and the word nonspecific is used in the sense that this positive 
tion has no etiologic significance in this particular dermatitis. The chemical 
reaction follows the application to a hypersensitive skin of an irritant in dilutions 
vhich do not irritate normal skin but which produce a “burn” on the skin of the 
hypersensitive person. Accordingly, it is well to speak of a specific positive or a 
nonspecific positive reaction to a patch test. Patch tests with potassium salts in 
my experience have as a rule produced either a nonspecific or a chemical reaction; 
frequently the reaction may be delayed, which, I believe, is usually not of etiologic 
significance. I question, therefore, the etiologic significance of the many positive 
reactions to soap obtained by the authors. Otherwise my experience, which is 
numerically equivalent to theirs, has likewise been equivalent as to the order of the 
incidence of positive reactions obtained. 

It is of interest that there is a low incidence of specific positive reactions to 
substances in the cosmetic class even in the presence of cosmetic dermatoses. In 
the Northwest ragweed dermatitis is common, and it is with this class particularly 
that the so-called specific versus nonspecific reactions are to be noted. For example, 
the giant ragweed seldom, if ever, produces a positive reaction, whereas the cockle- 
bur, marsh-elder and the other forms of ragweed are likely to produce a dermatitis 


and positive reactions. 

The point I wish to stress is that the interpretation of a reaction on the skin 
following a patch test must be made not only in terms of positivity and negativity 
but also in terms of specificity and nonspecificity. 


Dr. ApoLpH ROSTENBERG JR., New York: As far as the discrepancy in reac- 
tions to feathers is concerned, we wish to state merely that tests with extracts 
from feathers were made largely in cases of infantile eczema, and I believe that if 
Dr. Obermayer had restricted his tests almost entirely to cases of that disorder 
he might have obtained similar figures. 

There is only one point on which I cannot quite agree with Dr. O’Leary. I 
agree with what I think Dr. O’Leary means, but I dislike the use of the term non- 
specific. A positive reaction to a patch test (provided the reaction is read cor- 
rectly) with any substance is specific in the sense that it must mean something; it 
may not be diagnostic or have any etiologic relevancy to the condition in question, 
but if the substance produces a positive reaction on a certain person’s skin and 
no such reaction on normal skin, the person who exhibits the positive reaction 
has a somehow altered cutaneous relation to the substance concerned. There are 
good examples of that in our noneczematous group in which a high percentage of 
the patients reacted to arsenic and none reacted to soap. I do not believe that 
arsenic is the cause of urticaria in every case, but somehow the skin of patients 
exhibiting a positive reaction has become changed in its response to arsenic applied 
in the form of a patch test. 


Dr. Marion B. Sutzpercer, New York City: Most of this report is entirely 
to Dr. Rostenberg’s credit, particularly the mathematical part. In addition to the 
mathematical calculations, he has done a tremendous amount of conscientious, care- 
{ul work in compiling the data obtained in five years of work with routine patch 
tests on a large amount of heterogeneous clinical material. 
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I agree with Dr. Becker. I have repeatedly stated elsewhere that th. ature 
of the positive reaction to patch tests, particularly to tests with metals. ;, Cases 
of atopic dermatitis, seems to be entirely different from that of the usual positive 
reaction to patch tests in cases of contact dermatitis (Hill, L. B., and Sul -berger 
M. B.: Evolution of Atopic Dermatitis, ArcH. Dermat. & SypH. 32:451 [Sept 
1935). These reactions in cases of atopic dermatitis are often papular, pustular 
and discrete rather than diffuse, erythematous and vesicular, like typical eczematoys 
responses. I believe that these reactions may be fundamentally different from the 
characteristic eczematous response, and Dr. Joseph Goodman and I are now study- 
ing those possible differences by means of histologic analyses. ' 

I hope that the value of this work will become even more apparent when the 
paper is carefully read and the tables and charts are studied. Perhaps one of the 
most important considerations could not be emphasized in the body of this paper, 
I refer to the fact that the establishment of a sensitivity index through such 
studies of results of patch tests on a large amount of clinical material not only 
represents a new method as an aid in differential diagnosis but makes available 
for the first time an exact scientific method for determining the comparative 
sensitizing proclivities, and therefore the possible harmful effects of various 
chemicals and substances. For, just as one can determine the degree of sens‘tivity 
in—the sensitivity index for—any given dermatosis, so one can, in a like manner, 
now determine scientifically the particular, relative likelihood to sensitize inherent 
in any given substance. I have elsewhere called this relative likelihood to elicit 
sensitization the “sensitization index” of the given substance (J. Allergy 6:39, 
1934). For example, by this method one should be able to ascertain accurately 
which basic ingredients of cosmetics, of perfumes, of dyes or of any other 
products are most likely to cause eczematous sensitization; and conversely one 
should be able to prove scientifically which are less likely to do so. In other words, 
one will now be able to state that this or that substance produces reactions in a 
higher percentage of cases than does this or that alternative substance, and one 
will be able to show that manufacturers should therefore choose, whenever pos- 
sible, the safer substance with the lower sensitization index. 

By employing this method of establishing the relative sensitization index of 
any given substances dermatologists will be able to tell industry that certain 
substances are unfit for use because of their inherent great likelihood of producing 
sensitization. I may say that some progressive, wide awake and honest manuv- 
facturers have already availed themselves of such studies and have thus remarkably 
reduced the possibilities not only of occupational dermatitis among employees but 
also of ill effects among consumers. 

I think another point—one that is amply stressed by the discussers—is that 
the determination of the sensitivity index associated with a type of dermatosis will 
permit one to attempt to make a more accurate differential diagnosis of several 
obviously different cutaneous diseases which are often grouped together and which 
have often just been blindly called eczema. 

In this connection, I agree thoroughly with Drs. Becker. and Obermayer that 
the dermatoses called exudative neurodermatitis (Kreibich) or parasitic or num- 
mular eczema can certainly be distinguished from contact eczema in that as a rule 
these disorders are associated with a low sensitivity index; i. e., patients who 
suffer from them have few positive reactions to patch tests. This nummular form 
of dermatitis may not be essentially allergic, for it has been found to have an 
extremely low sensitivity index, as determined by all known technics of cutaneous 
testing, including the scratch and intracutaneous and passive transfer methods. 





ORIENTAL SORE 


REPORT OF A CASE 


EMERSON J. TROW, M.D., F.R.C.P. (C.) 
TORONTO, CANADA 


Cases of oriential sore occurring in America are sufficiently rare 
and interesting to be reported. D. King Smith ' observed the first cases 
appearing in Canada and described four—a father, his two children and 
their nurse being affected. As I had had opportunity to observe these 
cases, another instance of the condition occurring in Canada was 
especially interesting to me. It forms the basis of this report. 





REPORT OF CASE 


Dr. M., aged 56, who had been a medical missionary in Central India for 
over thirty years, was referred to me by Dr. Edna Guest. The patient was first 
seen in December 1934. At that time she complained that a series of boil-like 
lesions had appeared on the left side of the abdomen; these had healed and left 
scars, and when she was seen. similar lesions were appearing about the right arm 
near the elbow. For a considerable time, too, she had noticed an increasing red- 
ness of the center of the face, associated with marked swelling and crusting of 
the tip of the nose. The history in her own words was as follows: 

“In November 1933 I had an urticarial eruption, and a few days later one 
area on the abdomen became inflamed and I suffered from chills and fever. I 
was ill for a week, during which time the whole top of the lesion sloughed off. 
Later another spot became inflamed; this was followed by the appearance of five 
or six lesions, each of which seemed smaller and less acute than the others, with 
crusts that stayed on a long time. By March 1934 all crusting had disappeared, 
but scars were left. 

“In May 1934, on going through Mesopotamia for a period of two days, I 
was badly bitten by sand-flies. I arrived home on June 20, and for a time I 
often had slight chills and took quinine. Then my nose became red, and at the 
same time two spots looking like mosquito bites appeared on my arm; these later 
became crusted, and they did not heal for months. The nose remained red, the 
inflammation extending to the cheek and upper lip, and by October 1934 it became 
roughened and exceedingly red and nodular. A burning and tingling sensation 
was marked.” 

In December 1934 the nose presented a red swollen appearance. A tentative 
diagnosis of hypertrophic rosacea was made, and a soothing lotion was prescribed. 
I did not see the patient again until March 1935, when I noted that the nose 
had become markedly swollen and inflamed and that heavy crusting was present. 
The lesions on the elbow had healed with scar formation. 

The patient had had malaria in India five years previously, and although she 
at times had a slight hay fever, no other diseases of the respiratory tract were 
present. The physical examination gave negative results except for an inguinal 


Read at the Fifty-Ninth Annual Meeting of the American Dermatological 
Association, Inc., Swampscott, Mass., June 6, 1936. 

1. Smith, D. King: Oriental Sore: Report of Four Cases, Arch. Dermat. & 
Syph. 5:69 (Jan.) 1922. 
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hernia on the right side. The blood pressure was 134 systolic and 84 ¢ stolic: 
urinalysis and the Wassermann test gave negative results. Smears fr mM the 
secretions on the nose gave results as follows: (1) the gram stain showed epi- 
thelial cells, occasional pus cells and gram-positive cocci in groups; (2) the 
Hastings stain failed to reveal Leishmania tropica; (3) dark field examination 
gave negative results for spirochetes, and (4) culture showed a profuse 


Srowth 
of Staphylococcus aureus and Staphylococcus albus. 











Fig. 1—Photographs of patient made in April 1935. 











Fig. 2.—Photographs of patient made in October 1935. 


On April 3, 1935, a section of tissue was removed from the nose, and the 
diagnosis of oriental sore was established without doubt by Major George Shanks, 
M.D., I.M.S.,2 of the Toronto Western Hospital, who in reporting on the tissue 
stated : 

“The section has a well defined covering of partly keratinized squamous epi- 
thelium. Immediately underneath the corium the tissue is occupied by macro- 


2. Major George Shanks was formerly professor of pathology at the Calcutta 
Medical College, Calcutta, India. Because of his great experience in India his 
eid in the study of this case was particularly valuable. 
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ind lymphocytes. L. tropica is present in great numbers in that portion. 
' the parasites are apparently extracellular, having probably escaped from 
| macrophages. The trophonucleus is the only part of the parasite easily 


phag 
Ma 
ruptu 
visil 
patient was immediately given a course of intravenous injections of an 
organic compound of antimony, the nitrogen glucoside of sodium para-amino- 
pheny!stibinate, the toxicity of which as physiologically tested is one-twentieth 
sodium antimony tartrate. From April 15 to May 10, 1935, twelve doses 
2.5 Gm. were given, beginning with 0.05 Gm. and increasing to 0.2 Gm. 


I 


that 
totaling 


Fig. 3.—Section, as seen under oil immersion, showing L. tropica. 


Un one occasion only the dose was raised to 0.3 Gm. when a reaction resulting 
in marked nausea and vomiting accompanied by pallor and sweating occurred; 
this, however, was of short duration and was relieved by stimulants. 

The local treatment consisted of two doses of roentgen radiation (each of one- 
fourth erythema dose), given on May 10 and on May 30, respectively, and of 
ointment containing 2 per cent of antimony and potassium tartrate; though that 
preparation appeared to have some value in removing the crusts, it seemed to 
increase the redness and irritation. Early in June the lesions began to improve 
and the crusting decreased; in July crusts ceased to form. By October 1935 only 
a mild rosacea-like appearance was present about the face. 
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COMMENT 


From a review of the literature on oriental sore it appears that most 
authors give credit to Wright,* of Boston, for the discovery of the 
parasite. Hegner and Taliaferro* stated that Wright’s careful patho- 
logic study and observations in a case which he reported have been 
confirmed repeatedly. 

While a number of cases of cutaneous leishmaniasis of oriental 
origin have been reported on this continent,® the only author who noted 
any constitutional reaction was Spencer, who reported that his patient 
had sensations of chills and profuse perspiration associated with the 
appearance of fresh lesions. In my case there was a similar distur- 
bance, for which the patient took quinine; there was also a previous 
history of malaria, and the constitutional reaction may easily have been 
due to that disease. On the other hand, the disturbances may point 
to the fact that oriental sore is not entirely a local disease and that 
constitutional reactions at times occur with the onset of new lesions. 

Auto-inoculation seems to have occurred in this case, but the new 
and severe lesion on the nose points to a superinfection’s having taken 
place after the patient had been badly bitten by sand-flies. 

It was my impression that local treatment was of little value, though 
the ointment containing 2 per cent of antimony and potassium tartrate 
seemed to remove the crusts. I was impressed, however, with the 
rapidity and completeness of recovery following the intravenous 
therapy. : 
i ABSTRACT OF DISCUSSION 

Dr. Howarp Fox, New York: The type of leishmaniasis known as oriental 
sore is rarely seen in the Western hemisphere, and when it does occur it is 
exhibited only by immigrants or persons who have visited countries where the 
disease is endemic. I have had the opportunity of observing two cases in immi- 
grants referred from Ellis Island. 

As was true in Dr. Trow’s case, the lesions occur nearly always on the 
exposed parts. There may be one lesion, but often there are many. A photo- 
graph sent to me from Syria showed fifty lesions. The mucous membranes are 
rarely affected and become involved only by direct implantation of the organisms 

The term Aleppo boil is a poor one, as the disease does not resemble a 
furuncle but rather simulates a crusted impetiginous or ecthymatiform eruption. 
Although many active lesions of this kind are not seen in the United States, scars 
due to previous infection are frequently observed. 


3. Wright, J. Homer: Protozoa in a Case of Tropical. Sore (Delhi Ulcer), 
J. M. Research 5:472 (Dec.) 1903. 

4. Hegner, R. W., and Taliaferro, W. H.: Human Protozoology, New York, 
The Macmillan Company, 1924. 

5. Spencer, R. D.: A Case of Oriental Sore (of Italian Origin) Encountered 
in the United States, J. A. M. A. 76:1494 (May 28) 1921. Fox, Howard: Two 
Cases of Oriental Sore (Cutaneous Leishmaniasis), New York M. J. 116:365, 
1922. Andrews, Justin M.: Report of a Case of Oriental Sore in the United 
States, Am. J. Trop. Med. 7:221, 1927. Smith.? 
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Turkish name for this disease means “button of one year.” As a matter 
the lesions disappear spontaneously in less than a year and do not recur 


of fa 
ling has taken place. The American type of leishmaniasis differs from 


after 
oriental sore in that it affects the mucous membranes of the nose and throat in 
from 15 to 20 per cent of the cases, frequently causing severe mutilations. The 


American type furthermore shows little tendency to spontaneous cure and responds 
slowly to treatment. It is a serious disease and often lasts for many years. 

| wish to call attention again to the impropriety of using the word espundia 
ynonym for American leishmaniasis. Espundia is merely a local name used 
in Pe ru and Bolivia and in fact is only one of twenty-three names for American 
leishmaniasis, a disease which is present in every country in South America 
except Chile. I also object to the use of the term espundia chancre, as several 
ulcers are frequently present for years before the mucous membranes are attacked. 


Dr. CHarLtes C. DENNTIE, Kansas City, Mo.: I have never seen oriental leish- 
maniasis, but I have seen the American type of the disease. In one case it was 
easy to see why an erroneous diagnosis was made, for the lesions began in the 
seen. involved the nose and throat and before the man died had spread so exten- 
sively that the face had entirely disappeared. That patient’s head is kept in the 
Kansas City General Hospital. 

It has been stated that the American type of leishmaniasis is severe and that 
patients die of it after years of misery. I observed another case in a white man 
whose face was covered with granulomatous eruptions. The eyes were recessed, 
and the surrounding parts looked like cauliflower painted pink. I was informed 
that the disease is carried by flies. While I was examining the patient, a peculiar- 
looking fly lit on his face. He brushed it off and it then lit on my forehead. The 
swinging door may be swinging yet from the speed with which I dashed into 


asa 


the wash room. 

Autopsies are forbidden by the religion of the natives of Brazil. The Brazilian 
government has divided the country into districts and placed these under the 
supervision of physicians; each village has a well trained technician who watches 
for cases of all these diseases, particularly of leishmaniasis and yellow fever. 
Since physicians are not permitted to make an autopsy, small specimens are 
secured for examination. Since 1935 3,500 specimens have been examined, and it 
has been found that large numbers of natives are infected with leishmaniasis. 

The American type of the disease is different in that it does not respond to any 
type of therapy known at present. All one can do is to put the patient in a 
hospital, keep him as comfortable as possible and let the disease take its course, 
which in many instances is fatal. 

Dr. E. J. Trow: I wish to thank the discussers; they have added more to 
the knowledge of oriental sore than I have. 

Dr. Fox spoke of the immunity conferred by oriental sore. I understand that 
in Bagdad, Mesopotamia, the natives inoculate their children on an unexposed 
part so that later they will not acquire this disease with the resultant scarring 
about the face. 

So far as I could tell from the literature, little differentiation is made between 
the American and the oriental type of the disease, except that the oriental type 
conveys immunity. The morphology of the parasite is much the same, but the 
way in which the clinical lesions result in immunity is quite striking. As Dr. 
Dennie pointed out, in many cases South American leishmaniasis causes deforming 
lesions, and sometimes it terminates fatally. 
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RINGWORM OF THE SCALP 


CLINICAL AND EXPERIMENTAL STUDIES IN TYPES 0; 
INFECTION RESISTANT TO TREATMENT 


GEORGE M. LEWIS, M.D. 
AND 
MARY E. HOPPER, M.S. 


NEW YORK 


In a former communication,’ evidence was presented to show that 
ringworm of the scalp occasionally resolved spontaneously when the 
causal organism was a microsporon pathogenic to animals. It was later 
reported * that a uniformly favorable response was noted to the local 
application of antifungicidal medicaments when fungi also _patho- 
genic to animals (chiefly Microsporon lanosum) were the cause of the 
infection; depilating measures—roentgen irradiation or administration 
of the thallium salts—were held to be unnecessary in the treatment of 
tinea of the scalp of this type. Conversely, certain fungi not pathogenic 
to the lower animals (chiefly Microsporon Audouini) caused infections 
which were resistant to various local applications sufficient to cure 
ringworm of the scalp caused by microsporons pathogenic to animals. 
In the list of resistant infections should be included the less commonly 
noted ones caused by endothrix trichophytons and Achorion Schoenleinii. 
Further experience enables us to confirm these earlier observations. 

Our studies indicate that infections of the scalp caused by Tricho- 
phyton violaceum (an endothrix) and A. Schoenleinii are more resistant 
to therapy and that more relapses occur after depilating measures in 
cases of infections with these organisms than when infections of the 
scalp caused by M. Audouini are treated in the same way. 

A history such as that reported in case 1 is not unusual in instances 
of infections with T. violaceum. 


Case 1.—In S. R., a girl aged 5 years, born in the United States of Russian 
Jewish parentage, an infection of the scalp developed three and a half years before 
The source of the infection was unknown. The mother and a sister, aged 4 years, 


From the Skin and Cancer Unit, New York Post-Graduate Medical School 
and Hospital, Columbia University. 

1. Lewis, G. M., and Miller, H. C.: Ringworm of the Scalp: A Report on 
Three Cases Due to Microsporon Lanosum with a Tendency to Spontaneous 
Recovery, Arch. Dermat. & Syph. 29:890 (June) 1934. 

2. Lewis, G. M.: Ringworm of the Scalp: Curability Without Depilating 
Measures of Infections Caused by “Animal” Microsporons, Am, J. M. Sc. 189:364 
(March) 1935. 
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7 e from fungous infections. The father had an interdigital dermato- “2 
of the feet due to T, gypseum. Depilating doses of roentgen radiation ie 
lministered on three different occasions, in 1933, in 1934 and in 1935. The ak 
posure resulted in an incomplete falling off of the hair, but a complete 4 
occurred as a result of the second and third treatments. Shortly before f 
; ‘ ceived the third treatment the patient came under our observation and care Bt 
at the suggestion of Dr. MacKee, Ld 
scattered areas of apparent alopecia were noted on the vertex, and in those ii 
patches there was breaking of the hair near the scalp, the appearance being that of 1 e 
omedones. Scaling of slight degree was noted. There were also a few small i 
‘trophic areas at the sites of former lesions. No erythema was present. The E 
ail of the left middle finger was irregularly thickened, ridged, opaque and i 
friable. Examinations of specimens from the scalp and from the nail revealed ‘ 
that T. violaceum was present in both sites. Vigorous antifungicidal preparations + 
of various types were applied, and daily washing of the scalp was carried out. : 
Each time the patient was seen by us all fluorescent hairs were removed by manual 
depilation. In spite of good cooperation on the part of the mother, new hairs con- . 
tinued to become infected, Occasionally no infected hairs would be detected, but e 
this was the exception. The last time the patient was observed, one year after - 
she received the last roentgen treatment, several scattered infected hairs were 4% 
noted. 7 
It is also interesting to note the uniformly negative local response { 
at the test site in cases of infection with either A. Schoenleinii or T. 
violaceum when patients infected with these organisms are tested intra- 4 
cutaneously with fungous extracts; the results show that there is little ; 
or no formation of specific antibodies against these organisms. Patients 5 
infected with M. Audouini occasionally show a local cutaneous reaction : 
to these same extracts. Results of immunologic studies will be reported cb 
in greater detail at a later date. i | 
Because of the resistance of the aforementioned types of infection 7 
to any but major forms of therapy (such as depilating doses of roent- i 
gen radiation or internal administration of thallium acetate, ‘to produce ‘ 
epilation) it was considered important to study other methods of A 
treatment. a 
ROENTGEN THERAPY 
There is little question that the advent * of roentgen therapy in the 
treatment of ringworm of the scalp constituted a major advance and 
provided the only method of cure * possible for many types of infection. : 
Sabouraud, R., and Noire, H.: Traitement des teignes tondantes par les . + 


rayons X a l’Ecole Lailler (Hopital St.-Louis), Presse méd. 2:825, 1904. 

4. Since regrowth of hairs in patches of partial alopecia due to tinea infections 
particularly infections with M. Audouini) of the scalp is sometimes sufficiently 
‘igorous to mask the disease, clinical evidence of cure shou'd always be supported 
with observations of the scalp under filtered ultraviolet light (figs. 3 and 4). 
When infected hairs are examined in this manner, they are revealed as fluorescent 
bright green stubs. 
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It is still considered the most reliable and the best treatment for the 
resistant forms of tinea capitis by most dermatologists (although others 
prefer administration of thallium acetate) and is still used by some in al] 
types of infections of the scalp. The danger of permanent epilation is slight 
in the hands of an experienced dermatologist ; such accidents are more 
apt to occur when the operator has had only meager experience or per- 
forms this type of work only occasionally. When the output of the 











Fig. 1—Tinea capitis due to Microsporon Audouini with depigmentation at 
the sites of the disease following roentgen epilation. 


x-ray machine and the technical details involving such factors as correct 
dosage and suitable preoperative and postoperative care are carefully 
considered, it becomes evident that the procedure is complicated. The 
danger of sequelae is real when a roentgen treatment is given without 
proper precautions and when the operator is unfamiliar with the limi- 
tations of, and the potential harm inherent in, the therapy. One of the 
chief points frequently neglected is the care of the patient after roent- 
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ierapy. In addition to the procedures advocated by MacKee ° it is 
ble, when the hair begins to loosen, to examine the patient’s scalp 
ntly under filtered ultraviolet rays in order to determine whether 
all of hair is complete. Some of the disadvantages of the method 








Fig. 2—Alopecia; follicular depressions and comedo-like stumps in a patient 
with infection of the scalp due to T. violaceum. 


which we have noted include local spreading of the infection to pre- 
viously unaffected sites and generalized or widespread ids accompanied 
at times by constitutional symptoms. The impression is widely held that 


5. MacKee, G. M.: X-Rays and Radium in the Treatment of Diseases of the 
Skin, ed. 2, Philadelphia, Lea & Febiger, 1927, p. 454. 





Fig. 3.—Regrowth of hair in the frontal region of a patient with tinea capitis 
caused by M. Audouini. This case represents an example of a masked infection, 





Fig. 4.—Luminogram (photograph under filtered ultraviolet rays) of head ot 
patient shown in fig. 3. The luminogram shows fluorescent area in the frontal 
region, the site of many infected hairs, 
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, by means of roentgen radiation produces the quickest possible 
-en in infections due to microsporons pathogenic to animals which 
ico amenable to topical remedies. That this is a fallacy is shown 


epil 
cure, 
are a 
by table 1. 

~ It was impossible to include a series of patients with infections with 
M. lanosum treated with roentgen therapy since few patients with this 
type of infection have received such treatment during the past few 
vears. It is not likely, however, that the time required for cure by 
roentgen therapy is greatly different for infections with M. lanosum 
and for those with M. Audouini since the chief, if not the sole, rationale 
involved in roentgen epilation is obviously the shedding of hair. 


TaBLE 1—Comparison as to Time Required for Cure Between Infections of the 
Scalp with M. Lanosum Treated by Local Measures Alone and Microsporon 
Infections of the Scalp Treated by Roentgen Epilation 








Duration of Time Required 
Sex Infection Organism Therapy for Cure 


4 wks. 
2 wks. 
8 wks. 
8 wks. 
3 wks. 
8 wks. 
16 wks. 
4 wks. 
20 wks. 
8 wks. 


. janosum Local 12 wks. 
. lanosum Local 7 wks. 
- Janosum Local 3 wks. 
. lanosum Local 12 wks. 
. lanosum Local 4 wks. 
lanosum Local 8 wks. 
. lanosum Local 10 wks. 
. lanosum Local 6 wks. 
. lanosum Local 5 wks. 
. lanosum Local 5 wks. 
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16 wks. 

18 wks. 

24 wks. 

24 wks. 

6 wks. 
9 


. Audouini Roentgen rays 14 wks. 
- Audouini Roentgen rays 14 wks. 
Audouini Roentgen rays 14 wks. 
Audouini Roentgen rays 10 wks. 
Audouini Roentgen rays 6 wks. 
Audouini Roentgen rays 10 wks. 
Audouini Roentgen rays 8 wks. 
Audouini Roentgen rays 8 wks. 
. Audouini Roentgen rays 18 wks. 
- lanosum Roentgen rays 8 wks. 


4 wks. 
52 wks. 
40 wks, 

4 wks. 
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3 
4 
4 
7 
5 
7 
6 
8 
9 
8 





The cases were consecutive and not selected; only ten cases of each 
type of treatment are included, as the citation of more would be repe- 
titious. In the ten cases of infections of the scalp with M. lanosum in 
which local measures alone were used the patients were free from the 
disease in an average period of seven weeks. This corresponds to an 
average duration of treatment—eight weeks—in cases of similar infec- 
tions reported previously.? In ten cases of tinea capitis, nine of which 
were instances of infection with M. Audouini, in which a depilating 
dose of roentgen therapy was given, an average of eleven weeks was 
required before negative results of examination were obtained. For 
this additional reason it is considered preferable to use local measures 
alone in treating conditions amenable to this type of treatment. 

The following experiments were undertaken with the hope of 
exploring other possible methods of curing ringworm of the scalp caused 
hy fungi of so-called resistant types. 
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THERAPY WITH GLANDULAR PREPARATIONS °® 


It is well known that microsporon infections of the scalp tend to 
disappear spontaneously at about the time of puberty. Although the 
reason for this phenomenon has not been determined, it is more than 
likely that hormonal factors are involved. The use of an estrogenic 
substance * was suggested for clinical trial because of the success fol- 
lowing its use in the treatment* of gonorrheal vaginitis in infants, 
Although there was no proof, whereas there is in gonorrheal vaginitis 
in children, of a susceptibility based on the presence of an immature 
epithelium at the site of the disease, it was nevertheless considered 
important to attempt clinical trial in a number of cases. In all, we treated 
eleven patients as outlined in table 2. 


Taste 2—Resuits of Treatment of Eleven Patients with Ringworm of the Scalp 
by Means of Estrogenic Substance 








Number of 
Injections 
Total -—————-—— 
Dosage, Sub- Intra- 
International cuta- mus- 
Initials Age Sex Duration Organism Units neous cular Results 


4 mos. M. Audouini 17,500 es 18 No change 

1 yr. M. Audouini 5,500 ee 6 Condition worse 
6 yrs. T. violaceum 8,500 ae i) No change 

2 mos. M. Audouini 11,500 ee 12 No change 

2 mos. M. Audouini 11,500 os 12 No change 

2 mos. M. Audouini 11,500 ae 12 No change 

8 mos. M. Audouini 14,500 5 + No change 

8 mos. M. Audouini 14,500 5 os Condition worse 
10 mos. M. Audouini 10,500 as No change 

4 mos. M, Audouini 13,500 és No change 

6 mos. M. Audouini 9,500 si No change 
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Each patient received injections at intervals of from three to seven 
days, the initial dose being 500 and subsequent doses being 1,000 inter- 
national units. The patients were carefully examined for evidence of 
intolerance or systemic effects, and, surprisingly, no reactions of any kind 
were noted except some local soreness at the sites of the injections in 
several instances. In all but two instances the dosage administered 
exceeded the total dosage required to afford complete relief from symp- 
toms in cases of gonorrheal vaginitis.® 

Because of the close relationship known to exist between the pitui- 
tary gland and the gonads and because the secretions from these glands 


6. This and other experimental work was carried out in the service of Dr, Fred 
Wise. We are indebted to Dr. Isadore Rosen for cases referred to us from his 
service; Dr. Phyllis Kerr, of White Plains, N. Y., and Dr. Vellozzi, of Yonkers, 
N. Y., also gave assistance. 

7. Material for this study was supplied by Parke, Davis & Co. 

8. Lewis, R. M.: A Study of the Effects of Theelin in Gonorrheal Vaginitis 
in Children, Am. J. Obst. & Gynec. 26:593 (Oct.) 1933. 
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wn to play an important role in the bodily changes at puberty, 
treatment by means of the anterior pituitary-like gonadotropic substance 
from the urine of pregnant women was given in four instances.° 

As noted, the results in these two series were uniformly poor. In no 
case was there any improvement, even of a temporary nature, in spite 
of the fact that therapy consisting of topical remedies and occasional 
manual epilation of infected hairs was given coincidentally in several 
instances. In two instances the disease spread to new areas, but this 
was not considered to be due to the treatment. The series in which 
the gonadotropic substance was administered was too small to permit 
definite conclusions, and while no encouraging signs were noted in this 
series, further trial might be considered. 


are 4 


“SUBSTITUTION” THERAPY 


Weidman ?° suggested the possibility of utilizing vital agents such as 
yeasts and other micro-organisms as therapeutic agents against fungous 


Taste 3.—Results of Treatment of Four Patients with Tinea Capitis Caused by 
M. Audouini by Means of an Anterior Pitwitary-Like Gonadotropic 
Substance from the Urine of Pregnant Women 








Number of Total Dosage, 


Initials Age Sex Duration Injections Rat Units Results 

P. 8, 5 M 4 mos. 12 2,100 Unimproved 
0.8. 7 M 4 mos. 12 1,850 Unimproved 
E. 8. 5 F 4 mos. 12 2,450 Unimproved 
B. P. 6 M 1 yr. 16 2,950 Unimproved 





diseases. Later Chambers and Weidman * observed that Bacillus subtilis 
obtained from normal feet was capable of inhibiting eleven species of 
fungi in vitro. Clinical trial by the direct application of B. subtilis in 
culture to feet at the site of dermatophytosis was followed by improve- 
ment amounting in some cases to 50 per cent. It was felt by Chambers 
and Weidman ™ that further trial of biologic measures was indicated. 

Because of the difference in curability of infections with M. Audouini 
and those with M. lanosum (the latter being readily cured by local 
remedies alone), it was considered advisable to attempt to alter the flora 
on the scalp so that the resistant infection with M. Audouini would 
be replaced by one‘more readily curable, i. e., one with M. lanosum. 
It appeared possible to accomplish this since in culture M. lanosum is 


9. Lawrence, C. H.: The Anterior Pituitary-Like Hormone, J. A. M. A. 
106:983 (March 21) 1936. 

10. Weidman, F. D.: Laboratory Aspects of Epidermophytosis, Arch. Dermat. 
& Syph. 15:448 (April) 1927. 

11. Chambers, S. O., and Weidman, F. D.: A Fungistatic Strain of Bacillus 
Subtilis Isolated from Normal Toes, Arch. Dermat. & Syph. 18:568 (Oct.) 1928. 
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more luxuriant and grows faster than M. Audouini. When the two 
organisms are placed side by side in a culture tube, M. lanosum tends 
to overgrow and crowd out M. Audouini. Furthermore, when equal 
parts of cultural growths of the organisms are mixed thoroughly and 
samples are streaked on clean mediums, cultural growths of M. lanosyum 
clearly outnumber the cultural growths of M. Audouini, and frequently 
M. lanosum is the only organism obtainable. 

Four patients with infections of the scalp due to M. Audouini were 
subjected to experimental inoculations in the following manner: A sys- 
pension of M. lanosum in culture was rubbed on each of the scalps and 
occlusive dressings were applied and left on for from twenty-four to 
seventy-two hours. No washing of the head was allowed for one week. 
In one instance the scalp was abraded before the living culture was 
massaged on to the abraded area. Repeated cultures of individual 
hairs from the scalps at various intervals failed to show any growth 
of M. lanosum. Furthermore, the scalps did not exhibit any increase in 
inflammatory reaction, and reactions to cutaneous tests which previously 
had been negative did not become positive. One might speculate on the 
cause for our failure to obtain a “take.” It would seem logical to assume 
that a local resistance to M. lanosum had been established by the pre- 
vious infection with M. Audouini. We did not wish to investigate 
further this phase of the subject at this time partly because of the 
potential dangers involved. 


MANUAL DEPILATION 


As auxiliary treatment manual depilation would appear to be an 
important procedure in all types of infection. The application and 
removal of strips of adhesive plaster or of melted wax is occasionally 
useful when one is unable to remove the hairs with forceps. After 
incomplete epilation with roentgen irradiation or administration of 
thallium acetate manual depilation is indicated. Manual depilation is 
also of value and shortens the time required for cure when practiced 
in conjunction with local therapy in cases suitable for such treatment. 
Furthermore, if the disease is recognized while the infected area is small 
and localized—even in cases of resistant infections—it may be possible, 
by means of manual epilation together with local treatment (mainly to 
prevent spreading of the infection), to eradicate the disease. In the two 
following instances such a fortunate outcome ensued: 


Case 2.—S. B., a girl aged 6 years, had an infection of the scalp two years 
previously, and since then the scalp had been the seat of an obstinate crusting and 
scaly disease. The crusts were removed by various ointments and by frequent 
shampoos. When the scalp was examined, it was noted that several crusts were 
present in the parietal and occipital regions. When the crusts were removed the 
sites were dull red and not exudative. There was some patchy alopecia, but no 
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hairs were found. Examination of the scalp under filtered ultraviolet rays 
. few fluorescent hairs (usually piercing the crusts) the appearance of 
; suggestive of hairs infected with A. Schoenleinii. The microscopic 
. of the fungi in these hairs confirmed the impression that the disease 

A. Schoenleinii was later grown on culture mediums. Since there 
no appreciable permanent damage to the scalp and the infection was 
localized and since the cooperation of her mother appeared satisfactory, it was 
decided to attempt cure by means of manual depilation. An ointment containing 6 
per cent sulfur precipitate was prescribed to be applied morning and night to the 
entire scalp, and the scalp was shampooed with tincture of green soap once daily. 
In all, five visits were made at intervals of from two to three weeks. At these visits 
all the fluorescent hairs present were epilated. The number of infected hairs 
became progressively less until none was observed. Subsequent search at intervals 
for over two months, during which time the local applications were omitted, has 
shown no further evidence of the disease. 

Case 3.—C. G., a girl aged 5 years, had an infection of the scalp six months 
previously. Examination showed only one patch the size of a 50 cent piece over the 
vertex in which broken-off hairs were noted. The surface of this area was scaly. 
No erythema was noted. The fluorescence and microscopic tests were positive, and 
M. Audouini was grown on culture. Because of the localization of the infection 
with no apparent tendency to spread to other parts of the scalp, it was decided to 
institute manual depilation of the affected hairs together with vigorous topical 
therapy. Within three months no further infected hairs could be detected. 

Manual depilation to be successful should be carried out under filtered ultra- 
violet rays. Suitable epilating forceps are necessary, and the person performing 
the task must have good eyesight and be unhurried. 
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SHORT WAVE ULTRAVIOLET IRRADIATION 
The clinical use of ultraviolet rays of short wavelength in cases of 
tinea capitis was suggested by results of preliminary laboratory tests 
in which lethal effects on fungi in culture were noted. Fungous growths 
were also prevented from developing when specimens (hairs) containing 
fungi were irradiated before being implanted in culture mediums. 
We used a special lamp ‘** the output of which differed from that 
of ordinary lamps in that energy strong in wavelengths 2,537, 1,960 
and 1,849 angstroms was emitted. The lamp operated at a low enough 
temperature so that it could be brought into close proximity to the skin 
during treatment. In this way the filtering action of the intervening 
air was reduced, an important consideration in preventing the elimi- 
nation of rays of wavelengths of 2,000 angstroms or less. Erythema 
doses were administered, but since the radiation was all below 2,600 
angstroms no blistering occurred, and only slight tanning was observed. 
Three patients with infections due to M. Audouini, one patient 
whose infection was caused by T. violaceum and one patient with favus 
were treated. The scalps were irradiated as frequently as the patients 


12. The special lamp used in this investigation was supplied by the Westing- 
house X-Ray Company, Inc. 
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could attend—every day if possible, but usually two or three times 
weekly. The results were not satisfactory as regards cure, and we {fee| 
that the lack of curative effect may be explained by the lack oj pene- 
trating power of the short waves. The lamp, however, is a usefy| 
adjunct to other measures in the treatment of tinea capitis for the fol- 
lowing reasons: (1) Because of its marked destructive action on fungi 
it may be used to destroy organisms present on the surface of the scalp 
and so prevent external dissemination of the disease; (2) the infected 
hairs become loose after short wave ultraviolet irradiation and may 
be more readily depilated; (3) when secondary pyogenic infection js 
present treatment by means of this type of ultraviolet radiation is a rapid 
method of obtaining a therapeutic effect. 


SUMMARY 


Further study of problems in the treatment of tinea capitis makes 
it possible to confirm the conclusions previously reached that infections 
caused by microsporons pathogenic to animals are curable by topical 
measures alone. Epilation of the hairs by means of roentgen irradiation 
or administration of thallium acetate is unnecessary in cases of this 
type of infection; the average time necessary for cure after roentgen 
epilation is actually longer than after topical treatment. In the more 
resistant infections (caused mainly by M. Audouini) treatment by means 
of the topical applications of numerous drugs in various vehicles was 
found to be impotent. Experimental attempts to cure these infec- 
tions by administration of an estrogenic substance or of a gonadotropic 
substance, attempted substitution of M. lanosum for M. Audouini in 
vivo, and short wave ultraviolet irradiation all proved unavailing. 
Patients subjected to this experimental investigation were cured, for 
the most part, by roentgen epilation. When only one or two small 
areas of infection were present, repeated manual depilation of hair in 
these areas together with topical treatment to the entire scalp proved 
sufficient to effect a cure. 


200 West Fifty-Ninth Street. 





VITAMIN C AND PIGMENT 


THEODORE CORNBLEET, M.D. 
CHICAGO 


1928 Szent-Gyorgyi' obtained from the adrenal cortex and 
frum certain fruits an acid (cevitamic acid) which, he showed, had 
antiscorbutic properties. Shortly afterward the acid was identified as 
vitamin C. 

The specific qualities of vitamin C in preventing scurvy led to 
intensive investigations of the relation of the adrenal gland to scurvy. 
Szent-Gyorgyi? observed that the cut surface of the gland reduced 
silver nitrate. The staining is accomplished through the vitamin C con- 
tained in the gland, and the intensity of the stain can generally be used 
as a rapid indicator of the amount of vitamin C present. It was found 
that in guinea-pigs receiving a scorbutic diet the original blackening pro- 
duced by silver nitrate on the cut surface of the adrenal gland begins 
to turn gray on the first day. When the diet is continued for six days, 
the intensity of the stain is so diminished as to be barely visible. If 
vitamin C is then administered to the scorbutic animal, the cut surface 
of the adrenal gland again stains black with silver nitrate. 

Clinically an increase in the pigmentation of the skin may occur in 
scurvy. This condition as well as other features of the disease is quickly 
eradicated by the administration of vitamin C. The increase in pig- 
mentation which accompanies Addison’s disease is one of the cardinal 
features of this disorder and is the result of partial or entire destruction 
of the adrenal glands by tuberculous involvement. Since the associa- 
tion of vitamin C with the adrenal glands has been recognized it has 
been noted that if sufficient vitamin C is administered to patients with 
Addison’s disease the hyperpigmentation is reduced to normal.? The 
other symptoms and signs are not influenced. Another pigmentary 
process which has been successfully influenced by the administration 
of vitamin C is chloasma.® 

Because of the relationship between these cutaneous disorders and 
vitamin C, its presence and amount in the skin are of interest. It has 


From the Department of Dermatology, College of Medicine, University of 
Illinois, Service of Dr. F. E. Senear. 

Read before the Section on Dermatology and Syphilology at the Eighty- 
Seventh Annual Session of the American Medical Association, Kansas City, Mo., 
May 14, 1936. 

1. Szent-Gyérgyi, Albert: Biochem. J. 22:1387, 1928. 

2. Szuele, Dionysius: Deutsche med. Wchnschr. 59:651, 1933. 

3. Sellei, J.: Fortschr. d. Therap. 11:26, 1935. 
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been observed * that the skin contains appreciable quantities of vitamin 
C, the amount being least in the horny layer, slightly larger in the 
dermis and by far largest in the basal and malpighian layers. [yper- 
pigmented structures, such as pigmented nevi, are_excessively rich jp 
vitamin C. A guinea-pig on a scorbutic diet loses much of the vitamiy 
C contained in its skin. The adrenals too lose vitamin C when the 
animal is on a scorbutic diet, but they retain a sufficient quantity after 
the skin loses its store. 

The apparent clinical and experimental relationship of vitamin C to 
pigment has spurred workers to trace the relationship in other directions. 
The dopa reaction described by Bloch is a popular and accepted method 
for studying pigment. This reaction takes place when levo-di-oxy- 
phenylalanine comes in contact with the basal layer of the skin, and it 
indicates the capacity of the tested site to form pigment. It was found: 
that vitamin C interferes with this reaction. It is believed ® that the 
agent of the intervention is not the dopa oxidase in the cutaneous tissue 
but the dopa itself. I believe that the inhibition may be explained by 
the successful counteraction of the reducing qualities of vitamin C on 
the oxidation which occurs in the dopa reaction. 

Since Vitamin C prevents the dopa reaction it could conceivably 
prevent formation of pigment if given in adequate amounts. To test 
this hypothesis castrated guinea-pigs were given injections of an estro- 
genic substance.’ This procedure ordinarily causes pigmentation and 
enlargement of the nipples and areolae. Large quantities of vitamin ( 
were administered before and at the same time as the estrogenic sub- 
stance. The vitamin C did not prevent the pigmentation of the nipples 
induced by the estrogenic substance. Thus vitamin C does not reduce 
the normal amount of pigment present in the skin but affects only the 
excess quantity which forms when either the intake of vitamin C or 
the amount stored in the body is decreased. 

The question of the increase in amount of pigment due to ultra- 
violet radiation and its relation to vitamin C has been investigated. 
The reports are conflicting. Some workers * have stated that there is 
no difference in behavior of the skin in this respect whether vitamin C 
is given in large amounts or not. Others ® have reported that the admin- 
istration of an adequate amount of vitamin C decreases the pigmentation 
resulting from exposure to ultraviolet rays and that the pigmentation 
disappears more rapidly when the supply of vitamin C is adequate. 


4. Giroud, A.; Leblond, C. P.; Ratsimamanga, K., and Rabinowicz, M.: Bull. 
Soc. franc. de dermat. et syph. 42:482 (March) 1935. 

5. Schroeder, H.: Klin. Wchnschr. 13:553, 1934. 

6. Grueneberg, T., and Schade, H. A.: Klin. Wehnschr. 13:1353, 1934. 

7. Jadassohn, W., and Schaaf, F.: Klin. Wchnschr. 13:845, 1934. 

8. Drigalski, Wolf: Klin. Wchnschr. 13:1354, 1934. 

9. Schade, H. A.: Klin. Wchnschr. 14:60, 1935. 
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\\hat is known of the relation between vitamin C and pigment 
seems to me to present a basic conflict. On the one hand, loss of 
vitamin C by diet or by destruction of the adrenals: produces an increase 
in p mentation which is removed by the administration of vitamin C; 
on the other hand, pigment depots in the skin are associated with 
vitamin C, and, in some cases at least, the areas rich in pigment contain 
excessive amounts of vitamin C. It occurred to me that pigment may 
be a means of storing vitamin C and that an increase of the former in 
cases of scurvy and adrenal destruction may make it possible for the 
body to retain its vitamin C by increasing the activity of the skin as a 
storage center. 

To test this theory the reducing action of vitamin C on silver nitrate 
was used. Since both pigment and vitamin C in the skin stain black 
with silver nitrate, caution was necessary to find some means either to 
increase or to decrease one component while the other was held sta- 
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Fig. 1—Diagrams showing difference in darkening or oxidation of dopa due 
to vitamin C. The difference is suggestive of the increase of cutaneous pigment 
in vitamin C deficiency. 

















tionary. Pigment is fairly inert and does not change much by ordinary 
manipulation of the skin. If the vitamin C content of the skin is 
increased the silver stain should be intensified, since its effect is added 
to that of the pigment and the vitamin C already present. This was 
found by trial to be the case. When a 10 per cent concentration of 
vitamin C was injected intradermally and the site of injection imme- 
diately removed by biopsy, the specimen stained more intensely than a 
symmetrical area from the same person into which vitamin C had not 
been injected. 

The conclusion was then reached that if an increase in the amount 
of vitamin C could be shown by staining, it might also be possible to 
show a decrease in the amount by the same method. Since ultraviolet 
rays are an oxidizing agent and vitamin C is a reducing agent, irra- 
diation of the skin might exhaust its vitamin C content. As a test a 
small area of ‘skin on the back was irradiated for three and one-half 
minutes and then removed by biopsy together with a nonirradiated 
symmetrical area. The irradiated area gave a weaker stain with silver 
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nitrate. It was necessary to use the skin from a brunette, because jp 
Negro skin the pigment alone gives too intense a stain and in a fair 
skin it contains too: little vitamin C for a satisfactory comparison by 
such a crude method. 

Of course, the test would be more decisive if the minimal amount 
of staining of a fair skin could be definitely increased by injecting 
vitamin C into the skin. The increase in staining is demonstrable, by 
it is not great unless there is a good deal of pigment present, as in the 
skin of Negroes. A certain quantity of solution of vitamin C in definite 
concentration injected into Negro skin increased the intensity of the 
silver stain of the cut section much more than the same quantity of a 
solution of like concentration injected into fair skin. Indeed, the increase 
in the staining intensity varied directly with the amount of pigment 
present. It appears that greater amounts of pigment bind larger 
quantities of injected vitamin C. 

If the amount of vitamin C influencing the silver stain depends on 
the amount of pigment present, then there should be no vitamin C in 
leukodermatous skin. This fact was demonstrated. A 10 per cent con- 
centration of vitamin C was injected intradermally into leukodermatous 
skin at the border between pigmented and depigmented portions; the 
skin was excised, and staining showed increased darkening of the pig- 
mented but no change in the depigmented area. Likewise when an area 
that contained a freckle was similarly dealt with, the hyperpigmented 
portion became intensely stained but there was little change in the nor- 
mally pigmented surrounding zone. It is difficult to determine what 
becomes of the vitamin C which is injected into leukodermatous skin. 
It does not reduce silver nitrate. Consequently, it may be either rapidly 
absorbed or chemically changed. It is hardly probable that all of it could 
be absorbed in the short time elapsing between the injection and the 
excision. Consequently one must assume that skin without pigment 
probably changes vitamin C to the oxidized form. At the same time it 
is difficult to escape the deduction that reduced vitamin C can remain 
as such in the skin only in the presence of pigment. 

Vitamin C and pigment are not the only associate substances in the 
skin. There is a third—copper. It has been shown that the amount of 
copper in the skin is proportionate to the amount of pigment present.” 
Especially is this so in the hairs, so that dark hairs contain much more 
copper than unpigmented hairs. One may surmise that the copper 
present in the vicinity of pigment is a catalyzer which quickens the pro- 
duction of the pigment. This theory is supported by, the fact that copper 
hastens the oxidation of dopa either with or without skin extracts. 
Copper, too, has an accelerating action on fee oxidation of vitamin C. 


10. Sarata, Uichiro: Jap. J. M. Sc., II, Biochem. 3:79, 1935. 
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\ ti of copper chloride added to vitamin C is sufficient to show this 
as determined by the amount left by the titration method of 


It was pointed out that there is an apparent paradox between the 

increase in pigment in vitamin C-deficient states and the increase 
tamin C in the skin associated with increased pigmentation. A 
paradox arises with copper, vitamin C and pigment. The metal 
apparently facilitates both the production of pigment and the destruction 
‘vitamin C. Yet all three are present in proportion, and when one is 
increased the other two are likewise found in greater concentration. 
Reflection on this associate trio and its mutual reactions leads one to 
believe that the check which vitamin C exercises on the oxidation of 
dopa simply becomes more sensitive to manipulation by the presence 
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001% Dopa ——— 
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003%Vit.C+0.3% Dopa 
04%Vitamin C—— 
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Fig. 2—Absorption spectra of vitamin C and oxidized dopa together and 
separately in various concentrations. The amount of actinic rays absorbed depends 
on concentration of material and on whether it is used singly or in combination. 


of the copper. This is shown by exposing dopa and copper in one dish 
to ultraviolet rays and the same combination with vitamin C in another. 
Pigmentary precipitates occur more quickly and with greater concen- 
tration in the dish without vitamin C. The same reaction takes place 
when the copper is not present, but it occurs much more slowly than 
when copper is added. 

The solubility of such phenol derivatives as tyrosine and dopa is not 
great. Even in boiling water it is barely possible to dissolve enough 
dopa to make a 0.1 per cent solution. If some of the dopa is removed 
from solution by precipitation through the use of ultraviolet rays, fresh 
dopa can be added to the same solution. If no precipitation takes place 
no fresh dopa will be taken up into the solution. By analogy, the laying 
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down of pigment from its propigment makes it possible for mor pro- 
pigment to stream into the vicinity. However, because of the low con- 
centration of the propigmentary substance in solution, pigment can be 
laid down only a little at a time. Hence, it is useful to have a substance 
like copper to hasten the precipitation and allow the influx of new 
propigment in the solution to take the place of that which has beep 
precipitated. Particularly significant is the fact that copper hastens the 
breaking down of vitamin C, since the latter slows the production of 
pigment from propigment, as judged by the behavior of dopa and 
vitamin C. When the combination is viewed in this manner the increase 





Fig. 3.—Cutaneous reactions from water-cooled quartz mercury vapor arc lamps 
with filters of: (a) water, (b) vitamin C, (d) dopa and (c) vitamin C and dopa 
combined. Vitamin C reduces the erythematous reaction while dopa prevents it 
altogether. The cutaneous reactions are predictable from the spectrograms. 


in pigment in Addison’s disease and scurvy is readily understood. The 
relative lack of vitamin C gives the copper free rein to produce pigment 
without the restraint the vitamin exercises by its presence. That the 
vitamin C content of the skin may be quickly reduced can be shown in 
the guinea-pig, as a scorbutic diet exhausts the vitamin C content of the 
skin long before that of the adrenal gland. 

Could vitamin C exercise any positive action of its own, other than 
merely subserving the changes in the rate of pigment production? It 
may have at least one positive function, as shown by a study of its 
spectral properties. The ultraviolet absorption spectrum reveals a strong 
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absorption band from 289 millimicrons toward shorter wavelengths 


whet vitamin C is present in a concentration of 0.1 per cent and a 


thickness of 7 mm. The erythema-producing rays are known to occupy 
the zone between 313 and 240 millimicrons. Vitamin C could therefore 
be of service in screening out the rays from 289 to 240 millimicrons. 
Similarly, one may study dopa and tyrosine. Undarkened or unoxidized 
dopa and tyrosine absorb the ultraviolet rays more selectively than 
vitamin C. Oxidized dopa and tyrosine, however, absorb actinic rays 


much more strongly and therefore allow fewer ultraviolet rays to go 
through than does vitamin C. Oxidized tyrosine irradiated with ultra- 
violet rays under the conditions which I used, namely, a concentration 
of 0.1 per cent and a thickness of 7 mm., absorbs all actinic rays shorter 
than 297 millimicrons. Oxidized dopa under the same conditions as tyro- 
sine and of the same concentration and thickness absorbs all the ultra- 
violet rays shorter than 313 millimicrons and therefore allows no rays to 
pass through which may produce an erythematous reaction on the skin. 

These facts as elicited by the spectrum were subjected to a clinical 
check. Flat quartz vessels 7 mm. deep were filled, respectively, with 
0.1 per cent darkened dopa, a 0.1 per cent solution of vitamin C, a 
mixture of 0.05 per cent of each in the total and water. They were 
placed next to the skin, each at a different place. Through them the 
rays from a water-cooled quartz mercury vapor arc lamp were applied 
for two minutes. The skin was examined the next day. A strong 
erythema developed in the area which had been covered by the water 
vessel ; that which had been covered by the vessel containing vitamin C 
showed a less intense erythema; that which had been irradiated through 
a mixture of vitamin C and darkened dopa exhibited a still milder 
erythema, and that which had been screened by the darkened dopa alone 
showed no reaction. Thus the expectations deduced from the spectro- 
grams were fulfilled clinically. 


SUMMARY AND CONCLUSIONS 


1. Pigment is increased in the skin when the depots of vitamin C in 
the adrenal glands and in the rest of the body are depleted. The excess 
pigment in the skin in Addison’s disease and scurvy is absorbed when 
vitamin C is administered. 

2. Pigment and vitamin C occur together in the skin. Pigment is 
apparently the anchor that holds vitamin C. If pigment is not present 
vitamin C is not stored in the skin in demonstrable amounts. Larger 
amounts of pigment can hold greater amounts of vitamin C. 

3. Copper also is associated with vitamin C and melanin in the skin. 
Copper hastens the darkening and precipitation of dopa by ultraviolet 
rays. Vitamin C retards this precipitation. The presence of all three 
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makes them sensitive to control, so that the amount of pigment may be 
quickly changed. Lack of vitamin C accelerates the production of pig- 
ment. Pigment once produced attracts and holds vitamin C. . 

4. Vitamin C, tyrosine and dopa (levo-di-oxyphenylalanine) alsorh 
selectively the erythema-producing ultraviolet rays, the power of absorp- 
tion increasing in the given order when the same concentrations and 
thickness are used. Tyrosine subjected to ultraviolet irradiation and 
dopa possess greater power to absorb actinic rays than the same non- 
irradiated substances. The results of the clinical experiments “are those 
which were predictable from the spectrograms alone. 


ABSTRACT OF DISCUSSION 


Dr. S. W. Becker, Chicago: Dr. Cornbleet has done a large amount of work 
on this difficult problem. There are two facts which seem to contradict each other: 
(1) Vitamin C inhibits the dopa reaction, and (2) vitamin C is found in the 
skin in proportion to the melanin content of the epidermis. It would be interesting 
to determine whether or not pigment that was not in contact with the epidermis, 
such as pigment in a blue nevus or in a mongolian spot, would show an increased 
reaction to silver. This is important because there may be some chemical changes 
in the epidermis which act independently of the pigment. Ropshaw a few years 
ago concluded from studies with sulfhydryl that he made on the epithelium that 
this had something to do with pigment formation. 

My co-workers and I repeated his work, using a blue nevus where mesoblast- 
containing pigment is located deep in the dermis, and we obtained no reaction 
to sulfhydryl. Failure to demonstrate vitamin C in the vitiliginous areas may be 
due to the factors which have caused the vitiligo and not to the lack of pigment 
itself. These factors are not understood at present. The accentuation of the 
reaction to silver which Dr. Cornbleet has shown so well may be simply a 
more rapid or a more intense reaction. 

Cursory examination of the section presented by Dr. Cornbleet shows the 
darkening to be confined to the melanin granules ; that is, there is no silver deposited 
in the tissue. The reaction seems to be all in the melanin, but whether a stronger 
silver solution without the injection of vitamin C would produce the same 
reaction or whether the same concentration of silver used on the same section 
for a longer time would produce the same reaction should be determined. 

The darkened dopa, which is called “dopa melanin” by Block, may exclude 
ultraviolet rays by its physical rather than by its chemical properties. I am 
not well enough versed in chemistry to be able to comment on the action of 
copper in connection with this phenomenon, although it is known that small amounts 
of copper do act as catalyzers and give chemists no end of trouble. This study 
opens up a fruitful field for further research. 


Dr. D. M. Pitissury, Philadelphia: I wish to congratulate Dr. Cornbleet on 
this experimental amplification of a new concept. Some time ago Dr. Kulchar 
and I observed two patients with vitiligo treated by the injection of gold sodium 
thiosulfate who exhibited a gold dermatitis confined to the areas of depigmentation, 
the normal pigmented skin remaining unchanged. 

In this connection we had occasion to review the literature on the varying 
physiology of pigmented and depigmented skin and found that a considerable 
amount of experimental work indicating quite marked and, as yet, unexplained 
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s has accumulated. Among others Kreibich has shown that the reaction 
nts in pigmented and nonpigmented skin varies considerably. I believe 
lies such as that of Dr. Cornbleet may furnish a more logical basis for 
tion of these differences, and I shall await reports of his future studies 


terest. 


THEODORE CORNBLEET, Chicago: The discussion has emphasized how much 


r work must be done in this field before any final conclusions may be drawn. 


r, Bachem of the University of Illinois, allowed me to use his laboratory and 
uggestions for the carrying out of the spectroscopic work. 





DARIER’S DISEASE WITH MALIGNANT 
TRANSFORMATION 


HERMAN CHARACHE, M.D. 
BROOKLYN 


Darier’s disease is comparatively rare. Darier’s disease with malig- 
nant transformation is extremely rare. Only one case of such degenera- 
tion is reported in the literature, that of Wende, recorded in 1908. 

The disease was first described by Morrow, in 1886,” as one of kera- 
tosis follicularis. The second case was reported under the same name 
by White in June 1889.* A month later, in July 1889, Darier * reported 
the third case and described a parasite of the order of Sporozoa, the 
so-called psorosperms, which he observed in the epidermis and which he 
regarded as the causative factor of this disease. When White ® observed 
a fourth case of keratosis follicularis a year later he referred to the dis- 
order in a subheading as psorospermose folliculaire végétante. How- 
ever, in the text he mentioned the uncertainty of the existence of the 
organism, a doubt as to its existence having arisen after the case was 
carefully studied at the anatomic and pathologic department of Harvard 
University. The same uncertainty was expressed by Prof. Joseph Leidy, 
of Philadelphia. Nevertheless, the disease was henceforth named after 
Darier. 

Bowen,° in 1896, made a complete study of Darier’s disease and 
collected twenty cases, reporting one of his own. He stated that no 
psorosperms were present and came to the conclusion that “the disease 
is evidently in all its phases a keratosis or modified cornification of the 
epithelial layers.” Ormsby’ in his latest book stated that the psoro- 
sperm theory of the etiology of the disease had been abandoned by 
practically all observers, including Darier. 

Darier’s disease, or keratosis follicularis, is a chronic progressive 
papular eruption, the skin becoming covered with a brownish or grayish 
crust involving the follicles and capped with horny plugs, removal of 
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leaves crater-like depressions. These plugs as they get older 
may take on different colors, becoming brown, red or purple. Those 
that are dry are grayish, are easily broken off and recur. These plugs 
protrude from the skin like small spines, which emanate a certain 
‘ridescence when the patient is in bright sunlight. Some of these plugs 
break down and emit an offensive odor. When the whole extremity is 
involved, especially the lower extremity, it appears as though it were 
covered with an armor of small spikes. There is no sensation of touch 
or temperature. When the affected part is pricked with a needle, pain 
is experienced only after the plugs are removed and the point of the 
needle enters the empty follicular depression. It is necessary to use a 
very sharp scalpel and a great deal of pressure to excise a small section 
of the skin for a biopsy. 

In the majority of the cases reported in the literature the lesions 
appeared first on the scalp, face and chest, although in a number of 
cases they occurred on the back, on the extremities or on the inguinal 
or genital region. Lesions developing in the inguinal region are large 
and conglomerated and by their union form true tumors (see case report). 
Age has no influence on the disease. In some cases the disease began 
in early childhood and progressed till the patient reached adult life. 
Heredity has a great deal of influence on the condition. White reported 
two cases occurring in father and daughter, Boeck * reported cases in 
a father and two sons, Marianelli® stated that the disease affected two 
sisters and one brother. Mook*® reported two instances of familial 
Darier’s disease, one in which the disease occurred in two brothers and 
one in which it occurred in a brother and sister. Trimble “ reported 
five cases of the disease occurring in three generations of a family—in 
a mother, in three children and in one grandchild. In Chargin’s ** case, 
the disorder occurred in a mother and daughter. Louste and Racine %* 
also reported the occurrence of the disease in a mother and daughter. 
White emphasized that the disease is not contagious, for in his cases 
the daughter who had the same disease as her father had been adopted 
by another family in her infancy. 

Both males and females are equally affected. Roentgen therapy is 
the only form of treatment offering relief, and while the prognosis as 
to general health is fair, prognosis for cure of the disease is poor, espe- 
cially when the condition has reached an advanced stage. 


whl 


8. Boeck: Arch. f. Dermat. u. Syph. 28:857, 1891. 

9. Marianelli: Monatsh. f. prakt. Dermat. 19:40, 1894. 

10. Mook, W. H.: J. Cutan. Dis. 30:722, 1912. 

11. Trimble, W. B.: Observations on Keratosis Follicularis, J. A. M. A. 
59:604 (Aug. 24) 1912. 

12. Chargin, W. J.: Darier’s Disease, Arch. Dermat. & Syph. 1:710 (June) 
1920, 

13. Louste and Racine: Bull. Soc. franc. de dermat. et syph. 40:558, 1933. 
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REPORT OF A CASE 


E. W., a Negro aged 45, was admitted to the Brooklyn Cancer Institute on 
April 6, 1934, the chief complaints being of swelling of the legs and rotum, 
exlargement of glands in the groins and a scaly rash over the body. 

The patient stated that this condition began twelve years previously, while he 
was in Scotland working in a circus, and that it developed after he had stepped on 
a piece of glass which cut his right foot, causing profuse bleeding. The leg 
remained numb for five or six months. The wound healed, but two years after 


Fig. 1—Early stage of Darier’s disease involving the back. 


the injury had occurred the foot and ankle began to swell. The swelling would 
disappear during the night and reappear when the patient was on his feet. 

Two years later the skin over the foot became horry.” The swelling became 
progressively worse, soon involving the entire leg. Scaliness and crusting began 
to cover the foot and leg. All this time the patient had no medical attention; 
he used his own home remedies with no success. In 1932, two years before admis- 
sion, the thigh became edematous; to relieve this condition the patient used a 
rubber stocking with slight success. The foot and ankle increased to twice their 
size. In the last two years the extremity started to crust. The patient would rub 
off some of the horny structure, but it would grow on again. 
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out the time he presented himself he noticed that the right inguinal glands 
vollen and nontender, and in a few weeks the left inguinal glands became 
d: after this the left extremity began to swell, the swelling developing first 

ankle and gradually extending to the whole limb. At the same time an 
sing painless swelling of the scrotum and penis was noted. During the three 
- before admission there had been areas discharging foul material on the 
foot and leg. For several weeks loss of hair associated with scaliness 
ed in spots on the scalp and both hands. 





Fig. 2—Advanced stage of Darier’s disease involving the leg. 


The previous history disclosed that the patient had had pneumonia, influenza, 
mumps and malaria. The family history was essentially irrelevant, and no other 
member of his family was afflicted with the same cutaneous condition. The patient 
had had diarrhea for two months. There was no renal, cardiovascular or nervous 
disturbance. He had been employed for the past twelve years as a laborer. He 
did not smoke or drink. 


Physical examination showed that the patient was not acutely ill and was 
fairly well nourished. The temperature was 100.8 F., the pulse rate was 104, the 
respiratory rate was 28 and the blood pressure was 120 systolic and 80 diastolic. 
Examination of the head revealed scanty hair. There were scattered areas on 
the scalp measuring about 3 cm. in diameter covered with branny scales and crusts 
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which when removed left an erythematous area. The face and neck were free 
from lesions. The skin of the back was dry, cracked and covered with brownish 
scales. The skin of the chest and upper portion of the abdomen appeared to be 
normal. There was a moderate edema of the skin of the lower portion of the 
abdomen, and the inguinal glands were enlarged on both sides, forming along the 
fold of the groin cordlike structures which were firm, hard, matted together and 
attached to the underlying tissue. There was marked edema of the prepuce and 
scrotum. 

The right leg, especially the lower two-thirds, was twice the normal size, 
and the skin covering it had lost the appearance and characteristics of human 
skin. It simulated more the skin of an elephant. The leg appeared to be covered 
with armor. On closer observation one could notice some horny protrusions 
closely set together like the bristles in a brush, each bristle measuring about 
0.5 cm. in diameter. When one of these horns was removed it left a cuplike 
depression. When the horn was crushed the material had the consistency of sand. 
The nails of the toes had been shed, and the toes were covered with similar 
horny structures. The soles were not similarly involved, but they, as well as 
the palms, were covered with brown scales and fissures. 

Although the left leg was not involved as much as the right, it exhibited 
definite edema which did not pit on pressure. The skin was covered with dry 
brownish scales but did not have any horny structures. The stench from the leg 
was nauseating. 

There was evidence of aortic regurgitation. Except for these findings the 
physical examination gave essentially normal results. 

The results of laboratory studies were as follows: Examination of the blood 
showed 3,280,000 red cells, 70 per cent hemoglobin and 12,000 white cells. There 
were 85 per cent polymorphonuclears, 13 per cent lymphocytes and 2 per cent 
eosinophils. The Wassermann reaction of the blood was 4 plus; that of the spinal 
fluid was negative; the colloidal gold curve was 111000000. Chemical examination 
of the blood and urinanalysis gave essentially negative results. 

Roentgenograms of both legs and of the chest showed no abnormalities. 

A small gland was excised from the inguinal region, and a small section of 
the entire thickness of the skin, measuring about 2 cm., was excised from the leg. 
These specimens were examined by Dr. Douglas Symmers, who made a diagnosis 
of Darier’s disease with malignant degeneration. 

On May 4 the patient was visited by a Negro friend who was a believer in 
voodoo. This man convinced the patient that within two weeks he would walk 
like a normal human being and would show the doctors what voodoo could do. 
The patient then signed his release with a promise to return cured in two weeks. 
A month later, in June, he did come back to the hospital, but he was carried in 
on a stretcher in a dying state. The entire body with the exception of the left 
upper extremity was edematous. The blood pressure was 110 systolic and 90 
diastolic; the pulse rate was 90; the respiratory rate was 38, and the temperature 
was 96 F. There were marked pulmonary edema and abdominal ascites. The 
patient died shortly after admission. Death was due to cardiac decompensation. 
Consent for an autopsy was not obtained. 





Clinical Notes 


NAEVUS LIPOMATOSUS SUBEPIDERMALIS SEU 
SUPERFICIALIS CUTIS 


Harry M. Rosrnson, M.D., AND Francis A. Exits, M.D., BALTIMORE 


Various types of tissue may take part in the formation of congenital cutaneous 
tumors. Usually the lesions arise from structures normally present in the epi- 
dermis and dermis. Keratosis, hyperpigmentation, hair and nevus cells originate 
from the epidermis, while nerves, glands, lymphoid tissue, blood vessels and fibrous 
and other cutaneous tissues may play a dominant role in various types of nevi. 
Fat is not normally found in the cutis, and only a few reports of proved cases 
of adipose tissue within that part of the skin have been found in the literature. 
In this communication we shall report a case of nevus with fat cells in the cutis. 


REPORT OF A CASE 


E. J..a woman aged 33, single, was seen by one of us (H. M. R.) in February 
1936: she complained of numerous white spots about her arms and of a rough 
spot at the end of her spine. She had first noticed the latter lesion about two 
years before. About seven months before she was seen white spots appeared on 
her arm, and later similar spots developed elsewhere on her body. 


Examination—The white spots were areas of leukoderma of varying size; they 
did not exhibit scaling or other evidences of inflammatory reaction. On the sacral 
and coccygeal regions there were four small and two large groups of lesions, 
each of which was composed of approximately fifty to a hundred raised lesions 
measuring individually about 1 mm. in diameter. The smaller groups measured 
about 1.5 cm. in diameter; the larger groups measured 2 by 3 cm. A less defined 
but still larger group over the coccyx and the opposing surfaces of the buttocks 
measured about 4 cm. in diameter, but the lesions in this area were not raised. 
The small component lesions seemed to be deep-seated vesicles; they had never 
ruptured and were not transparent but were translucent and of a faint dull yellow 
color. General laboratory examinations gave essentially negative results. 

Before a biopsy was made the clinical impression was lymphangioma circum- 
scriptum nevus or ichthyosis hystrix. 

Histologic examination showed a slight increase in the keratin layer. A rather 
marked acanthosis was present, and there were saw-toothed or rounded uneven 
interpapillary pegs. The rete cells appeared normal, and the basal layer pre- 
sented a definite but not striking increase in pigment. The subepidermal layer 
was normal, but just below the pegs and throughout the entire cutis there were 
irregular groups of narrow bands of fat cells; these were usually only from 2 to 4 
cells wide, although occasionally larger groups of lipomatous cells were seen. 
In the subepidermal layer and deeper in the cutis these bands tended to become 
broader, and some appeared to become contiguous with the subcutaneous fat. 
There was a moderate infiltration in the cutis which consisted mostly of early 
fibroblasts with steliate or elongated nuclei. A few small mononuclears and an 








The case reported was presented before the Baltimore-Washington Dermato- 
logical Society, Feb. 19, 1936. 
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Fig. 1—Photomicrograph showing the fat cells in the cutis which extend up 
to the subpapillary layer. Note the narrow rows and larger groups of fat cells 








Fig. 2.—Photomicrograph (higher magnification) showing a few fat cells in the 
papillary layer. 
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epithelioid cell were seen. The infiltrate was denser around the 
lood vessels or capillaries. A few large sebaceous glands were noted. 
that these unusual cells in the cutis were fat cells, material for a 
iopsy was obtained and frozen sections of this were stained with 
«idan Ill. The fat cells were readily identified in small bands in the upper layers 
of the cutis. Some of the bands became broader as one approached the sub- 
; tissue, forming irregular pyramids, a few of which measured 15 or 
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more cells across. 
The salient features of the histologic picture were an increase of the keratin 
laver, hyperpigmentation, “saw-tooth” acanthosis and bands of fat cells in the 


cutis which apparently became broader nearer the subcutaneous fatty layer and 
‘used with that structure. The elastic tissue was abundant but fragmented, while 
the collagen appeared to be unaltered. 


COMMENT 


Kromayer! in 1896 reported the case of a patient, aged 10 years, who had 
numerous pemphigoid lipomas over the body. They were most marked on the feet, 
while the face and hands were uninvolved. On microscopic examination small 
groups of fat cells were seen in the dermis. A mild generalized ichthyosis was 
also present in this patient. Hoffmann and Zurhelle 2 expressed the opinion that 
the fat cells in Kromayer’s case were not nevoid but were of the type seen in 
so-called degenerative lipomatosus cutis superficialis. Hoffmann and Zurhelle? in 
1921 reported having observed an unusual nevus which on biopsy was seen to 
contain small areas of fat in the cutis. It was their impression that the fat did 
not arise from the subcutaneous tissue but occurred as a metamorphosis of the 
collagen. Gans * and Scholty * agreed with Hoffmann and Zurhelle in their con- 
clusion. Rist® likewise claimed that fat cells may arise in the cutis from the 
collagen. Hoffmann and Zurhelle reported that there was some increase in the 
interdermal pigment and that no nevus cells were present. 

In a search of the English literature no conclusive reports of this type of nevus 
were found. Fox® presented a case of what he called naevus lipomatodes, in 
which the fat occurred in large masses. No histologic examination was made 
in that case. Other cases of this disorder have been reported by Little,’ Sher- 
well Crawford,? Wertheimer,1® Jackson, Hyde*? and Bechet,1* but in none 

1. Kromayer, Ernest: Fall einer subepidermidalen Fettentwickelung, in Allge- 
meine Dermatologie, Berlin, Gebr. Borntraeger, 1896, p. 185. 

2. Hoffmann, E., and Zurhelle, E.: Ueber einen Naevus lipomatodes cutaneus 
superficialis der linken Glutaalegegend, Arch. f. Dermat. u. Syph. 130:327, 1921. 

3. Gans, O.: Naevus lipomatodes cutaneus superficialis, in Histologie der 
Hautkrankheiten, Berlin, Julius Springer, 1928, vol. 2, p. 233. 

4. Scholty, W.: Naevi, in Jadassohn, J.: Handbuch der Haut- und 
Geschlechtskrankheiten, Berlin, Julius Springer, 1932, vol. 12, pt. 2, p. 561. 

5. Rist, E.: La pratique dermatologique, Paris, Masson & Cie, 1902, vol. 3, 
p. 571. 

6. Fox, H.: Naevus Lipomatodes, J. Cutan. Dis. 30:484, 1912. 

7. Little. E. G. G.: Naevo Lipomata in an Infant, Proc. Roy. Soc. Med. 
(Dermat. Sect.) 4:23, 1911; Brit. J. Dermat, 22:388, 1910. 

8. Sherwell: Nevus Lipomatodes, Arch. Dermat. & Syph. 4:401 (Sept.) 1921. 

9. Crawford: Nevus Lipomatodes, Arch. Dermat. & Syph. 4:854 (Dec.) 1921; 
6:253 (Aug.) 1922. 
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of these reports were the results of biopsies included, and therefore in ne of 
these cases has it been proved that the fat was present in the cutis. Judging fron, 
the size of the tumors, the fat merely pressed or encroached on the dermis 

In contrast to Hoffmann and Zurhelle and others, who thought the fat was dye 
to a degeneration of the collagen, we consider the case reported here one of a true 
nevus because of its location and of the histologic changes, i.e., the increase in 
the keratin layer, the hyperpigmentation, the saw-tooth acanthosis and the fact 
that the adipose cells seemed to extend from the subcutaneous fat into the cutis. 
Nevi are predominantly located at the upper or lower segments of the cerebro- 
spinal system. Yakovlev and Guthrie,'* in discussing the origin of angiomatosis 
and other nevi, expressed the belief that they were not purely mesodermal mal- 
developments, which they seem to be from the histologic point of view, but were 
tumors of ectodermal origin. The nerve tissue accompanying the mesodermal 
tissue is the governing structure playing a role somewhat analogous to that of the 
gubernaculum in the migration of the testicle into the scrotum. 


CONCLUSION 

A case of naevus lipomatosus superficialis cutis seu subepidermalis has been 
presented with a review of the literature. 

Cases of this disorder are apparently uncommon, as only two other reports 
with biopsy observations appear in the literature. This case is the only one 
accompanied by a histopathologic report in the English literature. 

We believe that in this case the fat cells in the cutis were of nevoid origin 
and were not due to degeneration of the collagen, as asserted by previous authors. 


10. Wertheimer, Herbert: Nevus Lipomatodes, Arch. Dermat. & Syph. 10: 
647 (Nov.) 1924. 
11. Jackson, G. T.: Naevus Lipomatodes: A Report of a Case, J. Cutan. Dis. 


12:66, 1895. 

12. Hyde, J. M.: A Case of Congenital Nevus Lipomatodes, J. Cutan. Dis. 
3:193, 1885. 

13. Bechet, P. E.: Nevus Lipomatodes, Arch. Dermat. & Syph. 12:591 (Oct.) 
1925. 

14. Yakovlev, P. I., and Guthrie, R. H.: Congenital Ectodermoses (Neuro- 
cutaneous Syndromes) in Epileptic Patients, Arch. Neurol. & Psychiat. 26:1145 
(Dec.) 1931. 





Minor Notes 


CONVERTING THE BISMUTH BOTTLE TO AN 
AMPULE BOTTLE 


G. W. Brnxtey, M.D., CLEVELAND 


the past two years I have been using a device for converting the usual 
mercury or bismuth bottle to an ampule bottle from which the 1 cc. dose 
quickly and cleanly aspirated by means of a 2 cc. syringe. Less con- 
ition of the drug, more accurate measurement of the dose and especially 
oidance of the struggle with an oily, slippery syringe can be attained with 


I ethod. 

















/, a no. 6 solid rubber stopper; B, a trocar or large bore needle, which is 
inserted at an angle through the stopper to the lowermost portion of the bottle; 
C,a 2 ce. all glass syringe. 


The rubber stopper and trocar are sterilized before a clinic period and are 
inserted into the bottle after the metal and oil are thoroughly mixed by being 
shaken. The neck of the bottle should be dry, and the stopper will remain in 
place so that a little air can be injected from time to time. However, if the 
stopper is reinserted into a partially emptied bottle it is well to plunge a 22 gage 
needle 11%4 inches (3.81 cm.) long through the stopper for intake of air. 








Correspondence 


LICHEN RUBER MONILIFORMIS 


To the Editor—In the article “Lichen Ruber Moniliformis (Morbus Monili- 
formis Lichenoides)” (ArcH. Dermat. & Sypu. 34:830 [Nov.] 1936) Drs. Wise 
and Rein stated “ . . . perusal of the cases recorded as instances of lichen 
ruber moniliformis leaves only two instances in which the microscopic examination 
definitely excludes lichen planus, namely, Kaposi’s and our case,” and Rein, in the 
discussion, stated that in the only two cases in this country in which the disorder 
closely resembled that in their case microscopic studies were not made. 

I wish to call attention to a case reported by F. R. Harper (Arcu. Dermar. & 
SypH. 20:201 [Aug.] 1929) which was probably overlooked because of the title 
“Chronic Dermatosis with Degeneration of the Collagen.” In this case, which 
I had the privilege of observing, there was a striking resemblance of the 
disorder to the description and illustrations given by Wise and Rein, although 
there were differences, manifested chiefly by the tendency to confluence and 
the absence of deep red lesions in Harper’s case. The original clinical diagnosis 
in Harper’s case was lichen ruber moniliformis, but Dr. Harper hesitated to 
report the case as an instance of this disease because of the difference in the 
histologic picture from that described in Kaposi’s original case. Although there 
were also differences in the histologic structure as well as in the interpretation in 
the two cases, it seems that the stage described by Harper might fit in between the 
final phase of lichen ruber moniliformis and the process at its height as described 
by Wise and Rein. 

Louts J. Frank, M.D., 
418 Davidson Building, 
Sioux City, Iowa 
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uic MULTIPLE HEMORRHAGIC SARCOMA (Kaposi). Grorce M. MAcKEE 
ind ANTHONY C, CrpoLLaAro, Am, J. Cancer 26:1 (Jan.) 1936. 


fhe authors give a comprehensive discussion of the subject and conclude that 
Kaposi’s sarcoma is a chronic hyperplastic inflammation and granuloma caused by 
an unknown systemic agent acting primarily on the vascular apparatus and pro- 
ducing a histologic picture compatible with, and indistinguishable from, that of a 
malignant new growth. The authors mention that frequently there is visceral 
involvement—particularly of the gastro-intestinal tract—that nonmetastatic lesions 
«cur in the lymph nodes and that monocytosis (the percentage of monocytes 
ranging from 8 to 25 per cent) is observed. The histologic picture, which is dis- ° 
cussed in detail, presents three predominant features—inflammatory, granulomatous 
and neoplastic—which are diagnostic and may be demonstrated in some instances 
in single or serial sections and in others only after more than one biopsy. Roentgen 
therapy in repeated small doses rather than in large doses is advised, alternating 
with administration of arsenic. The authors favor treatment with sodium arsenate 
civen subcutaneously, but arsenic in the form of pills or solution may also be used. 






















CLINICAL MANIFESTATIONS AND TREATMENT OF LEUKEMIA. Ltoyp F. CRAvVER, a 
Am. J. Cancer 26: 124 (Jan.) 1936, ia 


Sixteen case histories are reviewed in detail in order to emphasize the protean x 
character of leukemia as regards clinical manifestations and course, hematologic 
changes and response to roentgen treatment. Relationships to other diseases of 
the lymphoblastoma group and to erythremia are discussed. 













MaLIGNANT MELANomatTosis, F, Burns Piewer, Am. J. Cancer 26: 732 (April) : 
1936. : 





Plewer reports a case of fatal malignant melanomatosis in which no primary 
site was discovered and no cutaneous lesions other than numerous benign pig- 
mented moles were present. 

















MetanomMas. Dean Howarp Arrieckx, Am. J. Cancer 27:120 (May) 1936. 


Two hundred and fifteen cases of pigmented nevi and 317 cases of malignant 
melanoma were studied, and it was found that 266 of the malignant melanomas 
had apparently developed from preexisting quiescent nevi, usually located at sites 
subject to trauma. In none of these cases did the malignant lesion arise from a 
hairy mole. When a mole was clinically malignant it usually represented an 
advanced and often hopeless degree of malignancy. 















MuttrpLe Primary Cancers, MeEap Burke, Am. J. Cancer 27: 316 (May) 1936. 


Cancer was observed in 28.6 per cent of 2,033 persons examined post mortem 
at the State of Wisconsin General Hospital. Of these, 7.8 per cent exhibited mul- 
tiple primary lesions. Previously reported studies indicated an incidence of from 
1 to 5 per cent. The tissue localizations of these multiple lesions led Burke to 
conclude that a general dyscrasia resulting in a widespread abnormal reaction to 
environment is more frequently involved in development of cancer than suscepti- 


bility of a single organ system. Foerster, Milwaukee 
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Tue Use or Iron THERAPY BY THE NORMAL INDIVIDUAL FOR THE PRreE\) yr0x 
oF SUNBURN. Howarp L. Ener, Arch. Pediat. 52:833 (Dec.) 1935 


Eder believes iron therapy to be a means of alleviating the suffering anq jj) 
effects of persons who are unable to enjoy slight exposure to the sun owing to , 
very fair skin. Attention was attracted to this possibility by results obtained jn , 
preventorium for undernourished children, all of whom received iron as a routine. 
Fair-skinned, red-haired and freckled children acquired a healthy tan without 
burning, blistering or peeling. About three hundred children were observed oyer 
a period of five and a half years. During the same period patients seen in private 
practice who gave a history of being unable to tan were given iron therapy, with 
gratifying results. A group of adults who were tested for photosensitivity to the 
ultraviolet rays before iron therapy was started were again retested for photo- 
sensitivity after iron therapy, and these tests confirmed clinical observations that 
persons sensitive to the sun’s rays acquire normal cutaneous resistance as a result 
of continuous iron therapy. 

The theory is advanced that the blood acts as a parasite in the tissues, robbing 
them of iron in the effort to maintain its own normal level, thus making necessary 
an intake of iron sufficient to take care of both the blood and the tissues. : 


WanpeLt Jr., University, Va. [Am. J. Dis. Cuuzp,] 


EssenTIAL HyperHiprosis Curep By SYMPATHETIC GANGLIONECTOMY AND TRUNK 
Resection. ALFRED W. Apson, WINCHELL M. Craic and Georce E. Brown. 
Arch. Surg. 31:794 (Nov.) 1935. 


The authors define essential hyperhidrosis as excessive perspiration that is 
aggravated by exposure to warm temperatures, by nervous excitement and by 
emotional strain. The anatomy, physiology and etiology are discussed. A study 
of their cases furnished strong evidence that in this disorder there is an abnormality 
referable to the central nervous system. The treatment employed was sympathetic 
ganglionectomy, which brought about a complete cure in the five patients 


operated on. Katser, Rochester, N. Y. [Am. J. Dis. Cuz.) 


RaGweep (Contact) DERMATITIS: OBSERVATIONS IN Forty-E1gHt CAsEs AND 
Report OF UNSUCCESSFUL ATTEMPTS AT DESENSITIZATION BY INJECTION oF 
Sreciric Ors. Louis A. Brunstine and Donato H. Wiittams, J. A. M. A. 
106:1533 (May 2) 1936. 


Brunsting and Williams report forty-eight cases of ragweed dermatitis. The 
eruption appears in the season of pollenation, and the seasonal incidence is the most 
typical feature of the disorder. It usually appears first only on the uncovered 
parts of the body, but later it may spread to other areas. The majority of the 
patients were males and were engaged in outside occupations. Patch tests with 
all the common testing materials were carried out. There were a few positive 
reactions to various common cutaneous allergens, and the majority of the patients 
exhibited a positive reaction to short ragweed, western ragweed, bur-weed or 
marsh-elder. Reactions to patch tests with giant ragweed were few. In the 
twenty-four patients who were selected for attempts at desensitization there was 
no relief from the symptoms or lowering of the incidence of relapse. The desen- 
sitizing agent consisted of oil obtained from the short and giant ragweed; the 
injections were given intramuscularly. 


DinyprRoxy-ANTHRANOL IN THE TREATMENT OF RINGWORM OF THE Face, NECK 
anp Arms (Tinea Circrnata). Matraew Mouitca, J. A. M. A. 106:1563 
(May 2) 1936. 

Molitch treated twenty-four boys with ringworm of the face, neck or arms with 
ointment containing 0.5 per cent dihydroxyanthranol. This treatment was found 
to be nonirritant, and one application was sufficient to sterilize the lesions and 
prevent infection of other children. 
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VITY OF THE SPINAL FLuip IN LYMPHOGRANULOMA INGUINALE. EMMERICH 
Haam and Ricney D’Aunoy, J. A. M. A. 106:1642 (May 9) 1936. 


Von Haam and d’Aunoy report that they demonstrated the virus causing 
lymphogranuloma venereum in the spinal fluid of two of eight patients with the 
disea The patients from whom the spinal fluid was removed all had a positive 
reaction to the Frei and a negative reaction to the Wassermann test; material from 
of each patient inoculated into white mice produced typical clinical and 
histologic changes, and histologic studies of buboes of each patient showed positive 
evidence of the disease. The authors point out that this demonstration of the virus 
in the spinal fluid of infected patients proves that dissemination of the virus of 
lymphogranuloma venereum in the human body actually occurs. It is also an 
explat ition for cerebral manifestations which occur during the course of the 


bubo¢ 


disease. 


FataL IopoDERMA FOLLOWING INJECTION oF lopizED Or ror PutmMonary Drac- 
wosis. D. W. Gorpstern, J. A. M. A. 106:1659 (May 9) 1936. 


On the day following injection of 20 cc. of iodized oil into the lungs for diag- 
nosis there developed in a man aged 47 a papulopustular eruption involving the 
face and chest and accompanied by fever (the temperature being 101.4 F.), nausea 
and symptoms of toxemia. The eruption became bullous, and underlying edema 
was noted. When the lesions ruptured large crusted moist areas were formed. 
Some verrucous and fungating lesions were noted. The oral mucosa became 
involved. Repeated tests of the urine for iodine gave positive results. Examina- 
tion of the urine also revealed albumin, granular and hyaline casts and a few 
blood cells. Serum from the bullae did not contain iodine. The patient died 
twenty-six days after the onset of the illness. An autopsy was not performed. 
Death was considered by Goldstein to be due to nephritis plus an overwhelming 
toxemia, 


PERMANENT PIGMENTATION FoLLOwING APPLICATION OF IRON SALTS FOR THE 
TREATMENT OF Ivy PorsontinGc. EvuGene F. Traus and JosepnH S. TENNEN, 
J. A. M. A. 106:1711 (May 16) 1936. 


Traub and Tennen report two cases in which the local application of iron salts 
in wet dressings for the treatment of ivy poisoning resulted in permanent pig- 
mentation. The areas of pigmentation were irregular and varied from a light 
brown to a deep copper color. A histologic study in one of the cases showed 
slight edematous vacuolation of many of the prickle cells and moderate edema and 
dilatation of the blood vessels of the upper portion of the corium. The inflamma- 
tory response was slight. A large number of chromatophores were found about the 
blood vessels and between the collagen fibers of the upper portion of the corium. 
Perles’ stain showed blue granules in the chromatophores. Traub and Tennen 
advise against the use of iron salts as a lotion, compress or wet dressing in all 
cases of vesicular, bullous and exudative dermatoses because of the danger of 
residual permanent pigmentation. 


THE VALUE OF THE PROGNOSTIC VENOM REACTION IN "THROMBOCYTOPENIC 
Purpura. SAMUEL M. Peck, NATHAN RosENTHAL and Lowett A. Err, 
J. A. M. A. 106:1783 (May 23) 1936. 


Peck, Rosenthal and Erf report on their experiences in the use of intracutane- 
ous test injections of moccasin venom in fifty patients with essential thrombocyto- 
penic purpura, The test consists of intradermal injection of 0.1 cc. of a 1: 3,000 
dilution of standardized moccasin venom with a control injection of 0.1 cc. of 
physiologic solution of sodium chloride. The result is read in one hour. A 
positive reaction is manifested by rupture of capillaries and diffusion of blood 
into the tissue around the site of the puncture and is considered to indicate a 
purpuric state and a close association with thrombopenia. The reaction was 
positive in all fifty cases. Repeated tests made it possible to prognosticate regard- 
ing the course of the disease. When the reaction remained positive this indicated 
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that the treatment was unsatisfactory; when the reaction became negative the 
clinical course showed improvement or temporary cure. Subcutaneous injections 
of moccasin venom in a minimum dose of 1 cc. of the 1:3,000 dilution os 
standardized moccasin venom twice weekly were employed therapeutically jp 
thirty-four cases of chronic purpura haemorrhagica. In twenty-two of the cases 
clinical improvement followed. Hematologic improvement did not parallel the 
symptomatic improvement in these cases. When no clinical improvement followed 
the subcutaneous injections of moccasin venom and the reaction to the prognostic 
cutaneous test remained positive, splenectomy was advised. Of eleven patients on 
whom splenectomy was performed, six showed clinical recovery or improvement: 
two showed no improvement, and three died. 


DerMATITIS MEDICAMENTOSA DvuE To Quinine. R. O. Sertte, J. A. M. A. 106: 
1801 (May 23) 1936. 


A man aged 23 exhibited a bullous, erythematous eruption on the hands, tongue 
and other areas on four different occasions shortly after the ingestion of anacin 
or of cold tablets. Quinine was the only common ingredient of both medicaments. 
A well marked reaction developed at the site of a scratch test with an alcoholic 
solution of quinine sulfate. When the patient was given a capsule containing 
2 grains (0.13 Gm.) of quinine sulfate orally, burning and itching of the hands 
occurred within three hours and reached its maximum extent within twenty-four 
hours. There was a history of previous daily ingestion of quinine for a con- 
siderable period without untoward effects. 


) 


LYMPHOPATHIA VENEREUM, WITH SPECIAL REFERENCE AS TO Dracnosis. R. M. 
Tuompson, J. A. M. A. 106:1869 (May 30) 1936. 


Thompson reviews most of the pertinent literature and outlines the symp- 
tomatology, pathology, bacteriology, diagnosis and treatment of lymphogranuloma 
(lymphopathia) venereum. In cases of uncomplicated involvement of the inguinal 
nodes surgical intervention together with medical supportative measures is 
advocated. 


EXTRAGENITAL LESIONS OF LYMPHOGRANULOMA INGUINALE. VERNON C. Davin 
and Mark Lortne, J. A. M. A. 106:1875 (May 30) 1936. 


David and Loring state that in a series of 200 patients with rectal strictures 
due to lymphogranuloma venereum suppuration of the inguinal glands was absent 
in most instances. They suggest that contact infection from vaginal secretions in 
females and perverted habits in males is the usual manner of infection when the 
rectum is involved. Rectal involvement in its earliest stages begins in the lower 
8 cm. of mucosa, the involved part becoming bright red and covered with small 
pinpoint ulcers. These ulcers later coalesce, and scar tissue and submucosal 
induration develop. In cases of severe involvement rectal strictures together with 
perirectal abscesses or rectovaginal fistulas develop. In many instances colostomy 
is the only therapeutic procedure which gives relief from symptoms. Instances 
are cited by David and Loring of involvement of the sigmoid flexure and of the 
transverse colon, with a suggestion that epileptiform seizures may be a manifesta- 
tion of lymphogranuloma venereum. The use of the Frei test in cases of obscure 
granulomatous lesions of the colon is advocated. Primary lesions of lympho- 
granuloma venereum on the tongue, in the mouth and throat and on the hand are 
occasionally observed, with involvement of the regional lymph nodes as in the 
ordinary form of the disease. 


EPITHELIOMA OF THE SKIN OF THE BrinGe or THE Nose: Report or A CASE. 
Mitton FriepMan and Jerome Encet, J. A. M. A. 106:1879 (May 30) 1936. 


A man aged 49 presented a large tumor, 7 cm. in diameter and protruding 
5 cm., over the left eye. The disorder was of three years’ duration. When exam- 
ined the patient was semicomatose, stuporous, pallid and cachectic. The histologic 
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diagt was papillary squamous cell carcinoma. Roentgen therapy was instituted, 
4.000 rocentgens (measured in air), which is equivalent to 10 skin erythema doses, 
being given at a sitting. Six such treatments, or a total dose of 24,000 roentgens 
(measured in air), were administered at intervals of from one to four weeks. 
The factors employed were 100 kilovolts, 4 milliamperes, no filter, a target skin 
distance of 30 cm., thirty-three minutes’ exposure time and a circular portal 7 cm. 
‘1 diameter. Less than four months from the time of the first treatment the lesion 


had entirely disappeared. Lewis, New York. 


Ay EXPERIMENTAL STUDY OF THE ORIGIN OF PIGMENT CELLS IN AMPHIBIA. 
GraHAM P. DuSuHane, J. Exper. Zool. 72:1 (Nov. 5) 1935. 


In an extensive study to test the hypothesis for the origin of melanophores 


from connective tissue, the results led to a confirmation of the theory of derivation 
from the neural crest. Homoplastic and heteroplastic transplantation and explan- 
tation of pieces of the ganglion crest from the trunk region, nerve cord, dorsal 


and flank ectoderm and mesoderm were performed on embryos of Amblystoma 
punctatum (Linnaeus), Amblystoma tigrinum (Green) and Amblystoma mexi- 
canum (both black and white axolotls). The methods were those in general use, 
but rigid sterile precautions were taken in all operative procedures. 

Evidence was obtained that melanophores invariably develop in explanted or 
transplanted neural folds, that in flank ectoderm and mesoderm this ability is 
not acquired until much later, that no melanophores appear in the trunk region 
of embryos deprived of the neural folds and that melanophores of the donor type 
arise from homoplastic or heteroplastic transplants of ectoderm and neural crest 
and then migrate under the host ectoderm. It appears definitely proved, there- 
fore, that dermal melanophores arise from the ganglion crest. It was impossible 
to determine decisively, however, whether the epidermal melanophores were derived 
from the cells of the neural crest or were induced from epidermal cells by the 
neural crest. The evidence also indicated that the neural crest is the source 
of the dermal lipophores. 

The evidence showed that the primordial melanophores migrate to their defini- 
tive positions before acquiring pigment. In the white axolotl the dependent dermal 
melanophores developed melanin only in the presence of transplanted pigmented 
epidermis. They differ, therefore, from the normal melanophores of the white 
axolotl, which form pigment independently of the epidermis. 


WyrmManv, Boston. [Arcn. Nevrot. & Psycu1at.] 


Urtnary ProreoseE InN Dermatoiocy. S. E. Licut, Northwest Med. 34:203 
(June) 1935, 


Light reports the clinical use of proteose obtained from the urine of allergic 
patients, prepared by the method of Oriel (Lancet 2:406 [Aug. 1] 1933). Twelve 
patients were reported on, one aged 11 months and one aged 12 years. A large 
number of injections was necessary. Local reactions of moderate intensity and 
an occasional general reaction with chills were observed. No improvement was 
seen in cases of urticaria. The best results were obtained with eczematous forms 
of dermatitis. There was often improvement or cure of the condition in spite of 
the continued ingestion of offending foods. 


Scott, Philadelphia. [Am. J. Dis. Curzp.] 


On tHe X-Ray Eprtation or THE Scatp. H. T. Scureus and A. Proppt, Brit. 
J. Dermat, 48:113 (March) 1936. 


Schreus and Proppe describe the advantages of a four point irradiation of the 
scalp in treatment of tinea tonsurans. This method has been advocated by Schreus 
and used successfully in his clinic. The advantages that this method has over the 
five point irradiation advocated by Adamson and Kienbéck are: (1) that the dose 
is uniformly distributed over the entire scalp and (2) that the areas between the 
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centers of irradiation are not overdosed, as pointed out by Molesworth and Rk icq e 
The authors state that the epilation produced by a five center irradiation noe 
in the least more uniform than that produced by a four center irradiation but that 
there is a greater possibility of subsequent damage. 

On theoretical grounds it was shown that any one point of irradiation treated 
by a two tube position (tubes separated by an angle of 90 degrees received a dose 
60 per cent greater than that applied by a one tube position. This increase in 
dose is due to overlapping. The percentage of increase in dose is dependent on 
two factors: (1) on the angle of incidence or, in other words, on the angle that 
the beams of rays make with each other when coming from different directions 
[the smaller the angle between the tubes, the greater the overlapping] and (2) on 
the focal skin distance—the greater the focal skin distance, the greater the overlap- 
ping, and therefore the greater the intensity of radiation. If the focal skin distance 
is equivalent to the radius of the circumference of the scalp there is no overlap, but 
if the focal skin distance is equivalent to twice the radius, the overlap amounts 
to as much as 40 per cent and increases as the focal skin distance increases. 

An even irradiation of an arc by a two tube position is obtained when the tubes 
form an angle of 75 degrees with each other. The evenness of irradiation is 
dependent on the focal skin distance as well as on the radius of the arc. A change 
in either one alters the intensity. 

This paper by Schreus and Proppe as well as that by Epstein. (Brit. J. Dermat, 
48:1, 1935) and that by Molesworth and Riddle (ibid. 47:152, 1935) have aroused 
considerable comment, speculation and interest among dermatologists and roentgen- 
ologists. In the first paper, Molesworth and Riddle stated that the intensity of 
radiation is not dependent on the angle of incidence and that the intermediary areas 
between centers of irradiation when the five point technic of Adamson and Kien- 
boéck is used for epilation of the scalp receive a dose of roentgen irradiation con- 
siderably greater than that received at the five points of irradiation. 

Epstein showed that the findings of Molesworth and Riddle are correct. He 
found that overlapping increased the intensity from 50 to 80 per cent at inter- 
mediary points. He cited the case of a boy who received a dose of roentgen 
radiation more than twice the epilating dose without suffering permanent alopecia. 
To overcome the danger of permanent alopecia, Epstein advocates the use of five 
fields of irradiation different from those advocated by Adamson and Kienbéck. 

Schreus and Proppe also agree with the findings of Molesworth and Riddle 
and offer a solution to the difficulty at hand. To obtain uniformity of dosage and 
to eliminate the dangers of overlapping they advocate the use of a four point 
irradiation. 

All the arguments raised are valid and are shown to be true by scientific and 
mathematical tests. The perfect method of treating tinea tonsurans by roentgen 
epilation has not yet been discovered. MacKee’s modification of the method of 
Adamson and Kienbéck has stood the test of time. Should one discard a method 
which has proved to be satisfactory for one that has been used by comparatively 
few roentgenologists and on comparatively few patients? It is obvious that more 
study is required. By a combination of practical experience, ionization measure- 
ments, physical laws and mathematical calculations it should be possible to evolve 
a method of epilating the scalp uniformly, safely and successfully in every case. 


[Abstracter.] Creotiaro, New York. 


NeurosypHitis AMonG Natives oF INpo-CHINA. CHARLES Massras, Ann. de 
dermat. et syph. 6:98 (Feb.) 1935. 


The difference in the course of syphilis, particularly as regards involvement 
of the nervous system, among Europeans and inhabitants of North Africa and 
Indo-China has been the subject of much controversy. A variation in the strain 
of the spirochete has been regarded by some writers as an explanation. Neuro- 
syphilis is decidedly more common among Europeans than among the other groups. 
On the other hand, the cutaneous manifestations are much more pronounced among 
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of North Africa and Indo-China. Massias raises the question of 
his dermotropism is responsible for the fact that the nervous system of 
tives is attacked less frequently than that of Europeans. Since poorly 
| and inadequate treatment is known to favor the development of tabes 
ntia paralytica it seems strange that these conditions are not encountered 
more irequently in the natives, who generally receive insufficient treatment. 
Massias concludes that Europeans and natives evidently have different neuro- 
-e reactions, but he expresses the belief that probably more cases of neuro- 
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syphilis will be observed among natives as time goes on. 

ELECTROSURGICAL TREATMENT OF CANCER OF THE SKIN AND ORIFICIAL Mucous 
\MrMBRANES. Marcet Ducourtioux, Ann. de dermat. et syph. 6:118 (Feb.) 
1935. 


Ducourtioux states that he uses electrocoagulation for the eradication of cancer 
of the skin and mucous membrane almost to the exclusion of other methods of 
treatment in his service at the Saint Louis hospital. The treatment is equally 
applicable to all types of malignant lesions. Recurrences are extremely rare in 
his experience; reintervention may readily be practiced when necessary, and the 
cosmetic results are as good as those achieved by other methods. A number of 
excellent photographs showing the condition before and after treatment accompany 


the article. Ganpy, Houston, Texas. 


ARTERIOSCLEROSIS OR CEREBRAL SYPHILIS? Autopsy. Rovuvroy, J. belge de neurol. 
et de psychiat. 35:650 (Nov.) 1935. 


To illustrate the difficulty of the differential diagnosis of arteriosclerosis and 
syphilis of the central nervous system, the author describes the case of a woman 
aged 51, who had suffered a series of cerebral vascular accidents, which were 
followed by weakness of one or of both extremities on the left, with gradual 
improvement in the weakness after each attack. Finally, she had an attack involv- 
ing the left side which warranted hospitalization. Before this time gradual, mild, 
progressive mental deterioration had been noted. At the time of examination there 
were: deficit of intellectual aptitude, more or less expressionless features, mild left 
hemiparesis, some dysarthria and a general picture of organic dementia. The spinal 
fluid was normal except for a slight change in the colloidal benzoin reaction. The 
Kahn reaction of the blood was negative. After the last attack the patient showed 
little change until the sudden onset of intense dyspnea and cardiac distress, with 
ensuing death. The cause of death was diaphragmatic hernia, General examination 
revealed little of interest except the diaphragmatic hernia and mild generalized 
arteriosclerosis. Histologic examination of the brain revealed chronic leptomen- 
ingitis, with lymphocytic round cell infiltration of the blood vessels of the meninges, 
endarteritis of the small vessels of the cortex and hyperplasia of the intima of 
the arteries of the pia mater and of the arteries at the base, with atherosclerosis 
and infiltration of the adventitia. In view of these observations, Rouvroy concludes 
that the patient had syphilis of the central nervous system in spite of the negative 
serologic reaction, 


Wacconer, Ann Arbor, Mich. [Arcu. Nevror. & Psycurat.] 


Acropynta. M, Pénvu, J. DechaAume and J. Boucomont, Nourrisson 23:320 
(Sept.) 1935. 


This is a pathologic report on two patients who died of acrodynia. Lesions 
of an inflammatory nature were present in the sympathetic nervous system. These 
were sufficiently numerous to justify the opinion that lesions of this character 
are the cause of the clinical manifestations of acrodynia. The authors express the 
opinion that acrodynia is due to the action of a neurotropic virus. No data are 
presented to substantiate this opinion, however, and it must therefore remain a 


hypothesis. McCretianp, Cleveland. [Am. J. Drs. Curp.] 
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GRAFTING OF EPITHELIOMATOUS TISSUE IN THE SKIN OF PatIENTs wry 
Cutaneous Cancer. A. Crosti, Gior. ital. di dermat. e sif. 77:145 (Aprij) 
1936. 


The experimental work reported on by Crosti consisted of 132 auto-inoculations 
of carcinomatous material into 15 subjects suffering from cancer of the skin 
All the patients except one with xeroderma pigmentosum with extensive carcinom. 
utous changes had passed their seventieth year. Ten of the transplanted tumor; 
were basal cell epitheliomas, three were prickle cell epitheliomas, two were 
mixed tumors and one was a particularly malignant vegetating epithelioma. The 
patients were under observation for about one year. Histologic examination of 
material from the transplanted tumors was made from time to time.  Crosti 
concludes that tumor tissue grafted into the normal skin of a patient with cancer 
survives as such for a certain time, that it may adhere to, and develop into, the 
normal skin, but that eventually it stops growing, loses its malignant character and 
is eliminated or destroyed. 


Tue GRAFTING OF CUTANEOUS EPITHELIOMA IN THE SKIN OF NONCANCEROUs 
Persons. A. Crostt1, Gior. ital. di dermat. e sif. 77:353 (June) 1936. 


In this article Crosti sums up his experiences on the attempts to grow epitheliom- 
atous tissues grafted in the skin of normal persons. The course and outcome of 
these grafted tumors were the same as in patients with cancer; that is, the grafted 
tumors lost their vitality and were finally reabsorbed, complete and definite healing 
occurring. These grafted tumors were observed from nine to fourteen months. 


DERMATITIS VERRUCOSA OF AMERICAN OrIGIN (GrILCHRIST’S DISEASE). Carto 
MazzantT1, Gior. ital. di dermat. e sif. 77:363 (June) 1936. 


Mazzenti reports a case of blastomycosis in an Italian who had contracted the 
disease in Chicago. The disease began in the form of multiple abscesses of the 
left leg, resulting in large fungating ulcers. The leg was amputated before a 
definite diagnosis had been made. Later an abscess developed on the left inguinal 


region, resulting in fungating masses which spread over the inguinal regions, 
perineum, scrotum and base of the penis. The organism of blastomycosis was 
isolated and cultivated from the cutaneous micro-abscesses. Treatment consisting 
of local radium therapy and administration of 4 Gm, of potassium iodide daily was 
highly successful, the lesions healing completely. 


Curonic RECURRENT ERYTHEMA OF THE TYPE OF Darter’s EryYTHEMA ANNULARE 
CENTRIFUGUM. Francesco Lisi, Gior. ital. di dermat. e sif. 77:421 (June) 
1936. 


Lisi reports a case of this type of erythema occurring in a woman aged 5). 
The lesions were of twenty years’ duration and consisted of plaques of erythema, 
with papular variants, spreading peripherally and situated on the extremities, The 
patient had vascular instability and was an alcoholic addict. Rheumatic attacks 
were also a part of the clinical picture. Lisi considers this disorder an inter- 
mediate entity between erythema multiforme and dermatitis herpetiformis of 
Duhring. Although it is suspected that a toxic cause is responsible, the etiology 
could not be established in this. case. 


A Rare Case or Cutis Verticts GyrataA. ANTONIO Sprecuer, Gior. ital. di 
dermat. e sif. 77:433 (June) 1936. 


Sprecher reports the case of a patient with multiple endocrine deficiencies 
resulting in a state of cretinism. The patient had a moderate Recklinghausen 
syndrome and a bullous dermatitis of the Duhring type. After the patient sustained 
a wound on the head the scalp became plicate, and gradually there resulted typical 
cutis verticis gyrata, or as the author prefers to call the disorder, cutis capitis 


gyrata. Parpo-Castetio, Havana, Cuba. 
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Genee \LIZED GLANDULAR TUBERCULOSIS WITH UNIVERSAL PARAPSORIASIFORM 

sENERALIZE 

TupercuLiy Due TO THE Bactttus oF AvIAN TUBERCULOSIS. TAKEO 
[<1:18ASHI, Dermat. Wchnschr. 101:1212 (Sept. 28) 1935. 


\ man aged 37 entered the hospital on account of a universal scaly eruption 
which had been present for three years. On examination he was found to have 
a marked adenopathy, especially of the cervical, submaxillary, axillary, inguinal 
and femoral nodes. Some glands were as large as hen’s eggs. A gland removed 
for biopsy showed the histologic changes characteristic of tuberculosis, and acid- 
fast stains demonstrated the presence of tubercle bacilli. Bacteriologic studies 
showed the bacilli to be those of avian tuberculosis. Improvement resulted from 
4 Gerson-Sauerbruch-Hermannsdorfer diet and roentgen therapy. The author 
expresses the belief that cutaneous avian tuberculosis is more common than is 


generally thought. 


INFECTION WITH ACHORION GyPSEUM FOLLOWING AN INJURY. SEBASTIAN SZATH- 
mAry, Dermat. Wchnschr. 101:1217 (Sept. 28) 1935. 


A week after she injured her arm with a splinter while chopping wood, an 18 
year old girl noted a scaly lesion with a sulfur yellow scutula in the center. 
Cultural investigation demonstrated the presence of Achorion gypseum. In another 
patient, a 16 year old boy who had been an inmate of the clinic for several months, 
there developed a scaly lesion from which an unusual fungus was cultured. The 
author named the organism Epidermophyton gypseum-flavum. The only source 
of infection possible was from the ground on which the patient was accustomed 
to lie from time to time. 


A STATISTICAL AND CLINICAL CONTRIBUTION TO THE QUESTION OF CUTANEOUS 
TuBERCULOSIS IN Earty CuitpHoop. A. Jorpan, J. Matset and W. Gorus- 
zowA, Dermat. Ztschr. 72:198 (Nov.) 1935. 


In a group of 500 young children seen between October 1932 and June 1935, 


80 had cutaneous tuberculosis. In practically all of these organic tuberculosis 
was also present. Papulonecrotic tuberculid, scrofuloderma, lichen scrofulosorum 
and lupus vulgaris were observed most frequently, the relative frequency being 
in the order named. Of 5 patients with erythema nodosum 4 had concomitant 
signs of generalized tuberculosis. 


CuraNeous ATROPHY WITH PULMONARY TUBERCULOSIS. HERBERT WosyKA, 
Dermat. Ztschr. 72:217 (Nov.) 1935. 


Wosyka reports a case of long-standing tuberculosis of the lungs in which 
two atrophic patches, one on the forehead and the other on the arm, were observed. 
Biopsy of material from one of the lesions ruled out the possibility of atrophy 
secondary to lupus erythematosus, scleroderma or a similar condition. Wosyka 
considers the atrophy to be directly due to the tuberculous toxin. 


A Case oF DERMATOFIBROSARCOMA ProtruBeERANS (E. HorrFMANN). ALFRED 

Fesster, Dermat. Ztschr. 72:221 (Nov.) 1935. 

Fessler describes the condition of a patient who had a slow-growing tumor 
under the breast. Microscopic examination of material removed showed the 
structure of a fibroma merging into that of a spindle cell sarcoma. Van Gieson’s 
stain showed a distinct difference between the fibrous groundwork of the tumor 
and that of the surrounding normal tissue. 


SCLEREDEMA ADULTORUM BuscHKE. L. N. MASCHKILLEISSON and L. A. AprAMo- 
witscu, Dermat. Ztschr. 72:283 (Dec.) 1935, 


A case of scleredema adultorum is described. The disorder followed erysipelas. 
During the course of the disease erysipelas recurred without making the sclere- 
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dema any worse. It is of special interest that a keloid developed at the site of 
biopsy. The patient was a Russian woman aged 32. The condition practically 


disappeared in six months, Taussic, San Francisco 


PRIMARY MELANOSARCOMA OF THE BRAIN, NUMEROUS PIGMENTED Nev oF typ 
SKIN AND EXTENsSIvE NEUROFIBROMATOSIS OF THE CUTANEOUS NeERves. \f 
ByOrNneEsBoE, Frankfurt. Ztschr. f. Path. 47:363, 1935. 


A large melanosarcoma of the right cerebral hemisphere was found, whic) 
apparently arose from the pia mater. Numerous and extensive nevi were present 
in the skin; these seemed to be intimately connected with nerves, which in tury 
revealed changes characteristic of neurofibromatosis. The author states that the 
observations seem to substantiate the theory of Masson and Ewing regarding 
the neurogenic origin of nevi. 


A Mrxep Tumor oF THE SALIVARY GLAND Type INVOLVING THE FINGER. (; 
GAEHTGENS, Frankfurt. Ztschr. f. Path. 47:374, 1935. 


A tumor the size of a cherry was found on the dorsum of the fourth finger 
of a woman aged 66. Histologically, it was a typical mixed tumor of the salivary 
gland type. The atypical location causes Gaehtgens to believe that a tumor of 
this kind, contrary to the general opinion, should not be classified as a congenital 
misplacement of an organ anlage but as a product of embryonal epithelial cells 
which possess the ability to stimulate the growth of connective tissue. Thus the 
classification “mixed tumor” is justified only morphologically, not embryologically, 


CYLINDROMA OF THE Parate. P. Cex, Frankfurt. Ztschr. f. Path. 47:469, 
1935. 

Two cases are reported. Celli believes that the cylindroma is epithelial and 
should be classified as basal cell carcinoma, but he gives no definite proof for his 
contention. The literature on similar tumors is reviewed, and the claim that these 
tumors are endotheliomatous is refuted. Celli stresses the point that the cylindroma 


is not always benign. Sapir, Chicago. [Arcu. Paru.] 


ANGIOMA OF THE CHOROID WITH NAEVUS FLAMMEUS OF THE TEMPLE: REPoRT 
or A Case. A. Lupwic, Klin. Monatsbl. f. Augenh. 95:168 (Aug.) 1935. 


In 1931 Lindenmeyer compiled a list of six cases of angioma of the choroid. 
In five of these cases the eyes were enucleated as presenting sarcoma of the choroid. 
In three other cases the symptoms pointed strongly toward the same disease, but 
histologic examinations could not be made as yet. In the remaining thirty-eight 
cases reported to date choroidal angioma was observed incidentally on histologic 
examination; the eyes had been enucleated for absolute glaucoma. 

Ludwig’s patient, a woman aged 28, was born with a hemangioma of the temple 
the size of a pea. In the course of time it grew to the size of a child’s hand. The 
patient had no discomfort until headache set in two years prior to examination. 
Soon afterward the nevus assumed a darker hue, and vision failed in the left eye; 
temporal from the disk was a depigmented area of the retina, about 1.5 disk 
diameters in width. It showed a pigmented margin resembling the demarcation 
which occurs after a reattachment of the retina. In this case the retina was slightly 
detached, and the macular area was normal. Small yellowish white and strongly 
refracting “foam bubbles” were observed in the retina. In Ludwig’s opinion, they 
may have been akin to the vacuoles in the inner granulated layer described by 
Reiss. The grayish blue color of the detached portion of the retina prompted 
him to interpret the lesion as an angioma. He considers this diagnosis corroborated 
by the presence of the facial nevus, the youthful age of the patient and the typical 
aspect of the demarcated area. According to Ludwig, the absence of degeneration 
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of the macula and of a sector-shaped deficiency in the visual field described by 
other authors is to be explained by the peripheral location of the hemangioma. 


STo.tL, Cincinnati. [ArcH. OpntH.] 


INVESTIGATION OF RESORPTION OF SUBSTANCES THROUGH SKIN AND Mucous 
MEMBRANE: RESULTS OF IMMUNIZATION BY INHALATION OF VACCINE. S. 
Matsumoto, Acta dermat. 25:94 (June) 1935. 


[he author investigated immunization by means of inhalation of typhoid vaccine. 
Rabbits into which 1 mg. of typhoid vaccine was introduced by daily insufflation 
for five successive days became distinctly immunized. This was proved by the 
agglutination and complement fixation reactions. There were no by-effects even 
when 50 mg. of vaccine was administered. 

Similar investigations were carried out in human beings. The method of 
inhalation consisted in frequent insufflations of 1 cc. of vaccine into the mouth or 
nose. The author believes this to be a simple and ideal method of immunization 
which produces high immunity with a much smaller dosage than that used in 
percutaneous immunization. The mucous membranes act as a barrier against 
invasion by substances contained in the vaccine and ward off disagreeable by-effects. 


Broom, New York. 
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Pityriasis Rusra Pivaris. Presented by Dr. E. Z. SHaptro, Duluth. 


This boy, aged 2 years, has an eruption which appeared six months after an 
attack of whooping cough. The distribution is symmetrical, and the lesions are 
follicular papules through each of which can be seen hair with a slight gray 
scale around it. These lesions are reddish yellow and about the size of a pin- 
head; some are larger. In some places they are discrete and in others confluent. 
The areas involved are the scalp, neck, chest, forearms and hands. The lesions 
on the first and second phalanges show the characteristics described. The palms 
and soles are scarcely affected. The patient’s general appearance is good. 


DISCUSSION 
Dr. H. E. Micuerson, Minneapolis: I think that the diagnosis of pityriasis 
rubra pilaris is correct. The masklike features, the cerise color of the eruption 
and the small papules at the border of the plaques all are positive evidence. A 
biopsy would establish the diagnosis. One must recall that pityriasis rubra pilaris 
is frequently incorrectly diagnosed as seborrheic dermatitis, psoriasis or lichen 
planus. I had a patient, a little girl, with a similar disorder; it responded well 
to thyroid medication. She has been under observation for many years, and the 
condition has never recurred. 
Dr. Paut A. O’Leary, Rochester: I also agree with the diagnosis of pityriasis 
rubra pilaris. The appearance of the palms, resembling a carnauba wax, is typical 


of the disease. 


Mycosis Funcomwes. Presented by Dr. Samuet E. Sweitzer, Minneapolis. 


A. V., a man aged 65, who has spent most of his life in Brazil, first noticed 
nodules appearing on his back about three years ago. These have gradually 
increased in size and number, and he states that some have disappeared. They 
have been asymptomatic, and his general health has been good. 

Over the lumbar area there are three erythematous nodules about 3 cm. in 
diameter which are indurated and not tender. 

The Wassermann and the Kahn reactions of the blood were negative. Roentgen 
examination of the chest revealed no enlarged glands. Physical examination 
showed no evidence of lymphadenopathy or splenic enlargement. Studies of the 
blood revealed 7,300 white cells, of which 52 per cent were polymorphonuclears, 
37 per cent lymphocytes, 7 per cent monocytes and 4 per cent eosinophils. The 
morphology of all the cells was apparently normal. 

A biopsy specimen is presented. 

DISCUSSION 

Dr. SAMUEL E. Sweitzer, Minneapolis: Mycosis fungoides is my provisional 
diagnosis in this case, although the lesions are all on the body and there is no 
itching. The microscopic picture resembles that of mycosis fungoides. I con- 
sidered the diagnosis of leukemia, but there is practically no change in the blood. 
At any rate, the patient should be kept under observation. 

Dr. L. H. Winer, Minneapolis: The section showed a definite lymphocytic 
infiltrate deep in the cutis and extending up to the papillary portion of the cutis. 
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‘Itrate was too irregular to be considered lymphatic leukemia, but the cells 
lefinitely of the lymphatic type. No Dorothy Reed cells were seen. The 
density of the infiltrate, the variation in size of the cells and the presence of large 
monocytes influence my diagnosis of mycosis fungoides. 

De. Lours A. BrunstINnG, Rochester: Clinically this plaque is similar to other 
slow-growing, localized lymphosarcomas which I have seen. However, in the 
ons there appear to be large nests of loosely bound reticulum involving a 


This 1! 


were ‘ 


secti 


considerable part of the cutis, and the cellular elements are varied. There is no 
ponderance of lymphocytes and no particular increase in the number of mitotic 


pre 
figures. 
ScLERODERMA. Presented by Dr. H. E. Micuetson, Minneapolis. 

Six months ago this patient first noticed a hardening and induration of the 
skin about the left ankle. This condition persisted and was followed by marked 
edema and swelling that spread up the leg and became tender. As the disease 
spread, the pain became worse, and the patient thought he had arthritis. (That 
diagnosis was made by his local physician.) The edema was followed by the 
hard, firm induration of the skin. The patient was treated for arthritis, but 
little improvement resulted. He has lost 30 pounds (13.6 Kg.) in the past six 
months. He experiences difficulty in swallowing food and has muscular pains. 

The skin over both lower extremities is tight and tense, feels thickened and 
exhibits a glossy appearance. This process extends up to the girdle, where it is 
also marked. The arms, hands, neck and face are involved to a less marked degree. 

Biopsy specimens are presented, 


ScCLEREDEMA ADULTORUM (BUSCHKE). Presented by Dr. H. E. MIcHELson, 

Minneapolis. 

N. H., a boy aged 16, contracted scarlet fever in the beginning of January 
1936. The disease ran a mild course, though he had angina and a typical rash, 
which his local physician saw. Up to that time the patient’s skin had been normal. 
About Feb. 1, 1936, the patient noted that the skin on his back and on both sides 
of his neck felt tight, resembling ordinary “stiff neck.” The disorder reached 
its height, i. e., became as stiff as it has been, within the first week. It has 
gradually extended until the entire anterior portion of the chest and abdomen 
and the back are affected, the involvement extending to just below the belt line. 
The arms are similarly involved up to the elbows. The buttocks, pubic region, 
forearms, hands and lower extremities are free from any sign of stiffness. For 
the past month the patient has noticed that it has been impossible to stick his 
tongue out to the normal extent. There is no difficulty in moving the lower jaw. 
Eating, chewing and swallowing have been normal. There is no trouble in breath- 
ing or in moving the arms. The only interference with movement is noted when 
the patient rotates the neck. There has been no cutaneous eruption and no pain 
at any time. The general health is good; the patient appears well nourished. 
There has been no loss of weight. 

The patient had measles in 1932, German measles in 1934 and chickenpox in 
1933 but had no other illnesses. He was vaccinated in 1929 and in 1935. 

The father, aged 50, the mother, aged 49, three sisters and four brothers are all 
living and well. No other member of the family has any disorder like that 
exhibited by the patient. 

The significant changes occurred in the following areas: (1) all around the 
neck, (2) in the shoulder regions, (3) on the arms down to the wrists, (4) on 
the anterior aspect of the chest and abdomen down to the pubis, (5) on the back 
down to the buttocks and (6) on the floor of the mouth and on the chin. The 
following areas are soft and normal: the hands, forehead, cheeks, scalp, buttocks, 
genitals and entire lower extremities. The affected areas show no eruption or 
significant change. The changes can be felt rather than seen, although thé 
anterior axillary folds appear puckered. On palpation the skin feels as if it were 
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filled with putty or paraffin. There is no pitting on pressure. The neck can be 
rotated only about 45 degrees to the right and left. The tongue projection is 
diminished 50 per cent. 
DISCUSSION 

Dr. Paut A. O'Leary, Rochester: These two cases offer an opportunity {) 
discuss some of the varieties of scleroderma. The boy presents the typical pictyr, 
of scleredema which so frequently follows infectious diseases, particularly scarle; 
fever, while the man has localized scleroderma. Scleredema usually clears wy 
spontaneously in approximately eighteen months and leaves no residue, but whey 
the disease does not involute the diffuse type of scleroderma may develop. Accord 
ingly, in offering a prognosis in a case of scleredema, caution must be exercised 
for permanent scleroderma may develop. It has been my experience that therap 
with foreign protein materially hastens the involution in many cases of scleredema 

For several years I have taken biopsy specimens of muscle as well as of skin 
of patients who present the picture of cutaneous sclerosis, as a result of which 
I am of the opinion that the syndrome of scleroderma is a cutaneous manifestation 
resulting from different agents, such as infections and neurogenous and chemica! 
disturbances. The degree of muscle involvement which patients with this disorder 
show is variable even in the acute phases of scleroderma. 


Dr. Cart W. Laymon, Minneapolis: Even though the consistency of the skin 
in scleredema is similar to that in scleroderma, there are several points whic! 
distinguish the two conditions. Scleredema adultorum usually begins on the nay 
of the neck and progresses down the chest, arms and back, while the hands and 
face are free. The process usually involutes after several months. Diffuse 
scleroderma, which is unusual in children, begins on the hands, feet and face 
and is slowly progressive. 

I wish to ask Dr. O’Leary whether or not he has observed cases in whic! 
scleredema degenerated into diffuse scleroderma. 

Dr. Paut A. O’Leary, Rochester: The prognosis in cases of scleredema is 
not always good because in some instances the disorder is in reality the edematous 
form of scleroderma, which does not involute but progresses to the diffuse gen- 
eralized type of scleroderma. 

Dr. Cart W. Laymon, Minneapolis: It appears from Sellei’s photographs and 
discussions that his concept of diffuse scleroderma coincides with the impressio: 
of disseminated morphea. It seems further that the acrosclerosis which he 
described is indistinguishable from what is known as diffuse scleroderma. Vas 
motor symptoms are common in both conditions, 

Dr. Paut A. O’Leary, Rochester: I do not believe that acrosclerosis and 
scleroderma are the same disease; in fact, they are quite distinct. The entity that 
Sellei called acrosclerosis is possibly a neurovascular disturbance of central origi 
in which the syndrome of Raynaud’s disease may precede, accompany or follow 
the appearance of the involvement of the skin. Sympathectomy is of great valu 
in cases in which the Raynaud syndrome preceded the sclerosing of the skin 
I believe also that the clinical appearance in well established acrosclerosis and 
scleroderma is different, ihe difference being especially noticeable if the patients 
are examined simultaneously. This fact was well demonstrated in the patients 
presented by Sellei at the dermatologic congress in Budapest, Hungary. Patients 
with acrosclerosis do not exhibit the boardlike atrophy which was noted in the 
man presented this evening. Also a study of the capillary loops shows a marked 
difference between the two conditions; i. e., in acrosclerosis the capillaries have 
the appearance of having been squeezed out of the picture while in scleroderma 
they are rather large and fluffy. In addition, the musculature shows histologic 
evidence of inflammatory changes in scleroderma. I believe the only reason that 
Sellei finds it difficult to have his concept accepted is that cases of the condition 
he described are comparatively rare in dermatologic practice. 

Dr. H. E. Micuetson, Minneapolis: I think the boy has scleredema of 
Buschke. I feel that there is much conflict in the literature about the diagnosis 
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vroup of diseases. When discussing scleroderma and acrosclerosis one 
ilize that the name scleroderma has been used in the literature for many 
nd that the term acrosclerosis has been introduced recently by Sellei; 
e, one must know precisely what is meant when the term is used before 
ible to argue. Dr. Laymon has studied the literature carefully, and he 
at there is a decided confusion in the use of the terms. Since Sellei is 
4 Hungarian and his writings have been published in his native tongue, as well 
German, French and English, it is difficult to analyze his descriptions; one 
| be inclined to think that the syndrome which he called acrosclerosis is 


as i 
wou 


synonymous with the term diffuse scleroderma and that what he called extensive 
<cleroderma is designated in the American nomenclature as a disseminated morphea. 
This again shows the great need for an international nomenclature on the hasis 
of which such matters can be discussed and agreement can be established. 


A Case For Dracnosis. Presented by Dr. SAMuet E. Sweirzer, Minneapolis. 


H. O., a woman aged 28, says that an erythematous papular eruption developed 
on the flexor surfaces of the arms in November 1935. While she was in the 
hospital for surgical treatment of a gynecological condition, in January 1936, the 
eruption spread to the trunk and extremities. The papules gradually became flatter 
and more pigmented. Two months ago the patient was hospitalized for a dermatitis 
medicamentosa probably caused by acetylsalicylic acid. She has taken acetyl- 
salicylic acid for a number of years, averaging about 50 grains (3 Gm.) a day, 
and she frequently took laxatives containing phenolphthalein. She has had several 
attacks of urticaria during the past few months, which she believed were induced 
by extract of glycyrrhiza. The eruption is asymptomatic except for mild pruritus, 
and the lesions do not urticate when they are rubbed. 

There is a diffuse brown macular pigmentation which covers the extremities 
and the trunk. The macules are more predominant on the flexor surface. Slight 
urtication appears on friction. 

Repeated Wassermann and Kahn tests of the blood, urinalysis and routine blood 
counts gave normal results. A biopsy specimen is presented. 


DISCUSSION 
Dr. SAMUEL E. Swertzer, Minneapolis: This patient was seen for the first 
time only a couple of days ago. According to the statement she made at that 
time there was no eruption until after she had taken a remedy for a “cold.” She 
has since changed her statement and admits that it was present before she took 
the medicine. Clinically the picture is that of urticaria pigmentosa. The biopsy 
has not been completed. 


Dr. JouN F. Mappen, St. Paul: In this case the eruption was present for 
several months before the patient took any drugs. I think this is an example 
of urticaria pigmentosa and much like a case presented by Dr. Klein in St. Paul 
five years ago. In both instances the eruption appeared after an acute infection. 


Dr. H. E. Micuerson, Minneapolis: I should be inclined to consider the 
disorder as urticaria with pigmentation rather than urticaria pigmentosa. I have 
always been amused at such differentiations, but I feel that urticaria pigmentosa 
is quite different from the eruption this patient presents. 


Dr. Louis A. BrunstinG, Rochester: I think that this condition is probably 
urticaria pigmentosa, 


Psortasis VULGARIS. Presented by Dr. Samuet E. Sweirzer, Minneapolis. 


P. P., a girl aged 3% years, has an erythematous eruption which, according 
to the mother, was first noticed on the child’s right leg about one and a half 
years ago. It gradually spread up and down the extremity. During the past 
nine months the lesions have remained the same except for an increase in the 
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amount of scaling. The general health has been excellent. The patient received 
several roentgen treatments before she entered the Minneapolis General Hospitaj, 

There are erythematous scaling plaques involving the outer aspect of the 
right leg. 

A biopsy specimen is presented. 

DISCUSSION 

Dr. Paut A. O'Leary, Rochester: The linear distribution is suggestive of 
ichthyosis hystrix although the clinical features are psoriatic at this time. | 
believe that the features of ichthyosis hystrix will become more prominent. 

Dr. H. G. Irvine, Minneapolis: I agree that individually and microscopically 
the lesions look like psoriasis, but the configuration would certainly make jt 4 
queer picture of psoriasis; this, the fact that psoriasis in so young a patient js 
rare and the history that the eruption is resistant to roentgen irradiation lead 
me to believe that the final diagnosis will be that of nevus. 

Dr. Cart W. Laymon, Minneapolis: Linear psoriasis has been previously 
observed. I recently read a report of a case of psoriasis involving the arms in 
which the distribution was that of herpes zoster. 


Uveoparotitis. Presented by Dr. H. E. Micuerson, Minneapolis. 


Miss C. D., aged 24, has had enlarged parotid glands since February 1936, 
She has also had swelling of both eyes, with excessive lacrimation for the same 
length of time. The patient has been exposed to tuberculosis. 

The Pirquet and Mantoux tests gave negative results with all dilutions of 
tuberculin. A roentgenogram of the chest suggested early miliary tuberculosis 
or a bronchiolitis. 

The right pupil is irregular. The parotid glands are swollen and indurated 
but not tender. 

A biopsy specimen is presented. 

DISCUSSION 

Dr. H. E. Micuetson, Minneapolis: I am glad to be able to present a patient 
with this syndrome before the society. Dr. Becker, who has looked up the litera- 
ture for me, says that the condition seems to be well known in ophthalmologic 
writings. The etiology is obscure. The microscopic picture is that of tuberculosis 
of the sarcoid type. The case will be reported in detail later. 

Dr. F. Becker, Minneapolis (by invitation): Uveoparotitis was first described 
as a clinical syndrome by Heerfordt in 1909. It consists of bilateral enlargement 
of the parotid glands and involvement of the uveal tract. The parotid gland is 
indurated, lobular and not tender. Biopsy of material from the parotid gland 
has always shown a tuberculoid reaction without caseation. Most European 
writers on the subject expressed the belief that the condition is a form of tuber- 
culosis. In about one third of the cases reported there have been cutaneous 
manifestations, of which erythema nodosum is the most common. One instance 
of uveoparotitis associated with tuberculid has been reported. The glandular 
swelling usually undergoes resolution in from two to six months. Three cases 
in which the condition terminated fatally have been reported. Miliary tuberculosis 
was the cause of death. 

Dr. Paut A. O’Leary, Rochester: My co-workers and I have been treating 
patients with uveitis with gold sodium thiosulfate on the basis that the disease 
was of the nature of a tuberculid. In a series of approximately one hundred 
cases referred by ophthalmologists for treatment I have not noted one in which 
there was a complicating parotitis. 


DerMATITIS HERPETIFORMIS. Presented by Dr. JoHN ButTiLer, Minneapolis. 


This 8 year old boy shows typical dermatitis herpetiformis; the disorder has 
been present for a number of years. 
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DISCUSSION 
De. ASHTON L. Wetsu, Rochester (by invitation): The grouped herpetiform 
_ the urticarial papules, the distribution, pigmentation and scarring—all 


yesic ‘ hy. : . 
eatures are typical of dermatitis herpetiformis. 


thes« 


Dr. Joun F. Mappen, St. Paul: Some years ago I studied the effect of the 


halogens on dermatitis herpetiformis. The same drug had an entirely different 
effect in different patients, at different periods in the cycle of the eruption in 
the same patient and during different exacerbations in the same patient. The 
reaction to the drug is certainly too variable to be given much weight as a 
diagt istic test. 

Dr. Louts A. BrunstinG, Rochester: In my experience there is considerable 
variation in the reactivity of patients with dermatitis herpetiformis to iodides 
and bromides, regardless of whether these materials are applied externally or 
administered internally. In fact, the same patient may at one time show a pro- 
nounced reaction to a patch test with iodine or a flare-up after the administration 
of a few drops of solution of potassium iodide, and at another time may exhifit 
no reaction whatever. The hypersensitivity to iodides and bromides in dermatitis 
herpetiformis seems to parallel the activity of the eruption to some extent. In 
these patients the iodides may act to enhance the state of reactivity as they do in 
other conditions in which the allergic mechanism seems to be more openly 
established. 
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A Case For D1iacnosis (Lupus Vutcaris? Lupus Miitaris DISSEMINATUS 
FactE1?). Presented by Dr. E. Witttam AsrRAMOWITz. 


J. L., a man aged 25, from the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital, has had an eruption on the face for seven 
months. There are a few comedones, papules and pustules on the chin, on the 
forehead and on both cheeks. In the same areas there are a moderate number 
of lentil-sized, elevated, brownish red, soft and shiny lesions. There are a few 
pinpoint scars from an old acne. The patient was first seen in November 1935 
and received local irradiation from a mercury vapor glow lamp, without improve- 
ment. 

Tuberculin tests on Feb. 21, 1936, gave negative results with a 1:1,000,000 
dilution and a 1 plus reaction with a 1:10,000 dilution. A biopsy made by 
Dr. Satenstein on March 20, 1936, showed lupus vulgaris, the report being as 
follows: Extending from beneath the epidermis down in places to the fat zone 
there was a diffuse cellular infiltration. In the deep portions of the cutis there 
were more isolated masses of infiltrate. These consisted of conglomerations of 
epithelioid cells with giant cells and many plasma cells. There were some areas 
of necrosis with polymorphonuclear leukocytes and granulation tissue. The 
epidermis was flattened but otherwise showed little of note. 


DISCUSSION 
Dr. IsaporE Rosen: I think that the disorder is lupus vulgaris. I should 
like to make a clinical differentiation between that disease and lupus miliaris 
disseminatus faciei. This patient when first seen was treated for acne vulgaris. 
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Soon it was recognized that in addition to acne he had isolated soft flat brownish 
red lesions which were characteristic clinically of lupus vulgaris. The histologic 
examination confirmed that diagnosis. 

Dr. E. Witt1AM ABrAMOwI1z: This patient undoubtedly presents some lesions 
on the face that look like acne vulgaris. Dr. Rosen thought that some of the 
lesions on the chin looked like small lupus nodules. One of these was excised 
and examined histologically and showed a large tubercle that occupied almost the 
entire cutis. The question now arises whether the disorder is true lupus vulgaris or 
lupus miliaris disseminatus faciei, in view of the reports of the presence of typical 
tubercles in the latter condition. 

Dr. Paut E. Becuet: The case illustrates the value of biopsies in cases of 
disorders of this type. The patient had many comedones and typical lesions 
of acne vulgaris. On casual examination one would not hesitate to make a diag- 
nosis of acne vulgaris. 

Dr. Marion B. Sutzpercer: I think that this case warrants further discussion, 
In the first place, I agree with every word of Dr. Abramowitz’ discussion. I also 
think that this patient presents a typical manifestation of a certain form of lupus 
miliaris disseminatus faciei. It is important, as Dr. Bechet and other discussers 
have brought out, to realize how closely lupus miliaris may in some cases resemble 
certain types of acne vulgaris on superficial inspection. I think, however, that the 
appearance of the lesions, the isolated soft, flaccid papules, the general absence of 
pustulation and the typical scarring in this case point with a great degree of 
certainty to the clinical diagnosis of lupus miliaris disseminatus faciei. I do not 
believe that in this case the condition can be confused with lupus vulgaris. The 
lesions are isolated, disseminated papules; they do not coalesce to form plaques 
and do not show clustering with central healing and peripheral growth, and 
they do not leave the type of scarring found in lupus vulgaris. I should consider 
this case a typical example of one particular form of lupus miliaris disseminatus 
faciei. The woman presented by Dr. Rosen clearly demonstrates another type 


of lupus miliaris faciei, that is, the small papular and inflammatory type. It 
would be interesting to find out what the reaction to quantitative tests with 
tuberculin is in. these two cases. In most of these cases, but by no means in all, 
there is a negative or anergic response to tuberculin; and in most cases inoculation 
of animals gives negative results. These are important points in the differentiation 
between this disease and lupus vulgaris. 


Lupus MiLtaris DISSEMINATUS FACIEI RESEMBLING LEWANDOWSKY’S ROSACEA- 
Like TuBercutip. Presented by Dr. IsAporE RosEN. 


B. S., a woman aged 37, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, has had an eruption on the face 
for four months. On both cheeks and on the chin there are numerous slightly 
raised brownish red papules from the size of a pinpoint to that of a pinhead. 
There is some erythema. The patient was first seen on Jan. 31, 1936, and no 
change has followed local irradiation from the air-cooled quartz mercury vapor 
arc lamp. 

On Feb. 28, 1936, urinalysis gave negative results. Tuberculin tests made on 
Feb. 21, 1936, showed a negative reaction to a 1: 1,000,000 dilution and a 2 plus 
reaction to a 1: 10,000 dilution. A biopsy made on Feb. 28, 1936, was reported 
to show lupus vulgaris. 

DISCUSSION 

Dr. Marron B. Surzpercer: The differential diagnosis between this form 
of lupus miliaris disseminatus faciei and Lewandowsky’s rosacea-like tuberculid 
is, in some instances, difficult. I think that one of the cardinal differences between 
these dermatoses is that in lupus miliaris disseminatus faciei each one of the little 
papules is a lupoma, whereas in rosacea-like tuberculid acne-like lesions and 
pustules are also frequently seen. In lupus miliaris there are also more inflam- 
matory redness and less telangiectasis. Moreover, the histologic diagnosis of 
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iliaris disseminatus faciei is based mainly on the fact that in that condition 


lupus 1 ; ons 
the tubercles are more per fect than those in any other cutaneous condition, 
except perhaps lichen nitidus. Therefore, even if one finds numerous isolated, 
really fully developed and typical tubercles the probability is that the condition 
is lupus miliaris disseminatus faciei—not rosacea-like tuberculid and certainly not 
lupus vulgaris. In discussing the small papular and rather erythematous and 
inflammatory type of lupus miliaris faciei as seen in this case, it may be well 
to call attention to the case presented tonight by Dr. Abramowitz, which exemplifies 
the large nodular ahd noninflammatory type of lupus miliaris and thus forms a 
beautiful contrast to Dr. Rosen’s case. In the differential diagnosis between 
lupus miliaris faciei and rosacea-like tuberculid the reaction to tuberculin is of 
some importance. Patients with lupus miliaris faciei are more often anergic, 
and those with rosacea-like tuberculid are more often strongly hyperergic. 


Dr. SAMUEL M. Peck: Lupus miliaris presents a number of interesting 
features. I agree with Dr. Sulzberger that in this disease one frequently finds 
more perfect tubercles in the sections than even in such a disease as lupus vulgaris. 
In many cases positive results of inoculation of guinea-pigs have been reported, 
and tubercle bacilli have even been demonstrated in the section. Strangely, 
however, there is a tendency to spontaneous involution. An explanation for this 
apparent anomaly may be found in the particular immunity which is associated 
with this disease. There is a tendency to a negative reaction to tuberculin, a 
so-called state of anergy. In addition, patients with this condition have antibodies 
in their blood serum which tend to neutralize the reaction to tuberculin. These 
have been called anticutins. While this explanation throws some light on the 
immunologic process in this disease, it does not explain why living tubercle 
bacilli can be found in the lesions. All one can say is that there is a peculiar 
immunologic-allergic relation. In the final analysis it is a confession that one 
knows little about what is really happening. 


Dr. Davip Broom: I saw telangiectasia and one or two pustules on the left 
cheek and distinct telangiectasia on the right cheek. I favor the diagnosis of 
Lewandowsky’s rosacea-like tuberculid. 





A Case For DraGnosis. Presented by Dr. ApotpH Rostenserc, for Dr. ApoLpH 
ROSTENBERG JR. 


A. B., a man aged 41, married, a bookbinder, first noted itching on the back 
and scrotum in August 1935. Gradually there developed a generalized papular 
eruption which was quite pruritic. At times oozing lesions appeared. Many 
diagnoses were made, and all sorts of therapy were tried. When he first came 
under my observation, in February 1936, he presented a generalized papular 
eruption. Behind the ears and on the toes there were some oozing and crusted 
lesions. Many of the areas, particularly those on the thighs, chest and abdomen, 
were markedly pigmented. Scattered here and there were small superficial 
nodules about the size of a pea. The skin in many areas felt thickened, edematous 
and lichenified. There were no oral lesions. As a result of bland therapy, 
hospitalization and large doses of solution of potassium arsenite, the acute exudative 
lesions and many of the nodular lesions disappeared, but the extent of the eruption 
remained unchanged and the pigmentation deepened. The pruritus abated 
markedly. 

Since the patient left the hospital the nodular lesions have come and gone 
with increased frequency. The degree of itching varies, but on the whole it has 
not been severe. At times the individual papules, which are about the size of a 
pinhead, have had a remarkable resemblance to those of lichen planus. There 
are also whitish patches on the buccal mucosa, which have developed within the 
last two weeks, Recently, while the patient was receiving arsenic, there developed 
numbness of the toes and fingers and paresthesia which necessitated discontinuance 
of the treatment. The urine at that time contained no albumin and was normal 
on microscopic examination. 
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Two complete blood counts made between Feb. 14 and March 14, 1936, were 
normal except for the fact that the percentage of eosinophils was 12. The urine 
has been normal on all occasions. The Wassermann reaction was rn ative. 
Two biopsies made in December 1935 were reported to show eczema. Another 
biopsy made in April 1936 was reported to show changes compatible with 4 
generalized mycotic id. Lichen planus has been excluded. 


DISCUSSION 

Dr. ApotpH RosteNnBeRG Jr.: I thought the condition was hypertrophic 

lichen planus, but the pathologist says that this diagnosis can be definitely 

excluded. According to his report, on the basis of a hasty study, the most likely 

diagnosis is a generalized mycotic id. Perhaps the lichenoid appearance is a 

reaction to arsenic. The patient has received a great deal of arsenic, and recently 
lichen planus-like lesions have developed in the mouth. 


Dr. E. Wrr~trAm AsBrAMow!Tz: I suggest that the therapeutic effect of 
biliary drainage on the patient be determined. 


Dr. IsaporE Rosen: This patient presents a clinical picture which most of the 
members have seen during the past three or four years and which I classify as 
some form of dermatitis of unknown allergic etiology. Some features of the 
eruption resemble mycosis fungoides. Of course, the Drs. Rostenberg have fol- 
lowed this case for a long time, and they probably will state that at different 
times the patient presents lesions characteristic of different conditions, such as 
dermatitis venenata, lichen planus, psoriasis, dermatophytosis, dermatophytid and 
mycosis fungoides. 

A patient with such a disorder, when hospitalized, even when not subjected 
to any definite plan of treatment, may show improvement to such an extent as 
to be almost well after four or five weeks. Sometimes a few hours after he 
is discharged from the hospital, although he may not have returned to his former 
environment, the lesions rapidly reappear, and after three or four days the patient 
is as badly off as when he was first seen. It is interesting to note that with the 
exception of marked eosinophilia, the percentage of eosinophils reaching between 
10 and 45, which is rapidly reduced when clinical improvement occurs, all bac- 
teriologic, histologic, mycologic and chemical examinations fail to throw any 
light on the etiology. 


Dr. Marion B. SutzBercer: I agree with all that Dr. Rosen said. He has 
given a masterly description of this condition. I wish to add that this form of 
eczematiform dermatitis is so characteristic that one can almost set it up as a 
disease entity or a form of eczema sui generis. I have seen about a dozen cases 
of this condition in the last year. The main characteristic is the variability of 
the cardinal lesions; there seem to be different stages of development of the 
cardinal lesions as follows: (1) a stage in which the dermatosis looks like 
ordinary crusting eczema; (2) a stage in which the eruption appears to be infi- 
trated with plaques like those seen in early mycosis fungoides, and (3) a stage 
in which lichenoid and follicular papules predominate. The interesting thing is 
that all the patients I have seen have been men either approaching or actually 
in middle age. I do not at present recall having seen a female patient with this 
typical picture. Furthermore, all my patients with this disorder have at one 
time or another had penile or scrotal lesions of eczematous and discoid type. In 
a few the eruption has cleared up on mere hospitalization, as Dr. Rosen has 
said. The histologic picture has never shown anything but dermatitis, but rather 
deep involvement of the cutaneous vessels has been noted. One of the cardinal 
characteristics of this eruption is its crises of maddening itching, which occur 
particularly at night. In my cases there has been complete refractoriness to 
therapy, and the cutaneous tests have all given essentially negative results. 
Whether in all the cases this condition is a forerunner of some other disease, 
such as mycosis fungoides, only time can tell. I think that in my cases the 
condition had sufficiently clearcut characteristics, occurring with sufficient uni- 
formity, to make it a definite entity and a clinical and morphologic type of 
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form dermatitis of unknown etiology. As yet there is absolute ignorance 

if the etiology but of the genesis, prognosis and efficacious therapy. For 

on I believe it may be advantageous to try to segregate this particular 

discoid and lichenoid eczematiform dermatitis and to recognize it as a 
isis of characteristic morphology and course, in order that this particular 
{ eruption may become amenable to more uniform and intensive study. 


eczem 
not 0! 
this r¢ 
form 
dermat 
type 
Dre. Max ScHEER: As to the question of the absence of this condition in 
females, I recall that in the service of Dr. Rosen at the Mount Sinai Hospital 
there were at least two female patients with this disorder, one of whom was 


there until recently. Another was referred to the Montefiore Hospital, where 
Dr. Sulzberger may have seen her. Dr. Wise and Dr. Peck had both treated 
her. This condition therefore does occur in females. 


Dr. SAMUEL M. Peck: The conditions which are exemplified by this patient’s 
eruption really constitute a group apart from ordinary eczema. In male patients 
there are noted around the nipples peculiar indurated edematous oozing lesions 
which are resistant to treatment and are certainly suggestive of mycosis fungoides. 
Patients with the disorder usually have a persistent and resistant eczematoid 
exudative eruption on the head of the penis. Histologic examination certainly 
does not disclose whether eczema is exogenous or hematogenous. In this condi- 
tion there is, however, a histologic feature which, I think, is not seen in ordinary 
eczema: Around the blood vessels in the deeper layers of the cutis there is a 
cloud of edema with an inflammatory exudate. This, I think, points to a hema- 
togenous origin. 

Dr. EuGeNE F, TraAus: The picture presented by this patient, if it represents 
a special pathologic entity, is certainly not a new one. I can recall that for the 
past sixteen years the wards at the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital have been more or less continuously 
filled with patients with this disorder. Nor is the condition limited to males; 
many of the early cases that I recall were in females. Each patient presents an 
individual problem, so that few generalizations can be made. The cases, however, 
which stand out most clearly in my mind as those in which cure was effected 
are those in which a chronic focus of infection was removed or in which cure 
followed the removal of the gallbladder. In one case the cure followed a mas- 
toid operation. This suggests that at least in some of the cases the condition 
may be due to bacteria. This angle should be given due consideration, especially 
in this case, because if I understood the report on the histologic examination, 
there were changes not inconsistent with dermatophytid. I do not know whether 
the presenter found a primary focus of tinea, but even if he did it does not seem 
likely that this disorder could in any way be regarded as a dermatophytid. 


Dr. ADOLPH ROSTENBERG: I want to confirm the fact that all the points 
brought out by the various speakers suit this case. At one time the lesions looked 
like lichen planus. At another time they looked like a dermatophytid, but then 
small tumor masses developed; this suggests that the disorder may be mycosis 
fungoides, although the histologic picture has not proved this at all. As long 
as so many cases have been observed, I should like to know if in any of them 
the disorder turned into frank mycosis fungoides after many years’ duration. 
I also wish to ask whether fever therapy would benefit this patient. 


Dr. Davin Bioom: The patients with similar disorders whom I have seen 
all exhibited marked pigmentation and had taken large doses of arsenic in the 
form of solution of potassium arsenite. Is the pigmentation in this patient also 
due to arsenic? 


Dr. HerMAN GoopMAN: I have always thought that patients with this dis- 
order possess a‘skin which is not fit for the environment in which they live. This 
is the only explanation which seems to fit. Patients whom I have sent away 
irom their usual environment do well as long as they remain away. When they 
return the cutaneous manifestations reappear. I studied one girl for many years. 
She was living at home in Albany, N. Y. While she was hospitalized in this 
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city, she was well. When she returned to her home, she had a relapse withiy 
twenty-four hours. She is now residing in a small fishing village in Maine and 
has remained well for several years. In another patient, a man, the disorder 
responded to hospitalization, and the man was then advised to go to the country 
and live there. He was given strict orders not to visit his home before leaving 
for the country, but he disregarded these. He immediately had a relapse. A 
third young man must live above the limits of the Bronx if he is to remain free 
from lesions. Whenever he visits his relatives in the Bronx he has a relapse, 
I can repeat this story time and time again. Therefore, I think that this condj- 
tion is due to the fact that the skin is unfit for the environment in which the 
patient happens to live. 

Dr. ApoLtpH ROSTENBERG Jr.: When I first saw this man I thought his 
disorder was an allergic dermatitis and called it that for lack of a better name. 
I was so impressed with the possible rdle of the environment that I put him in 
a hospital, in a private room, ordered that he have an air mattress and an air 
pillow, did not allow any visitors and forbade the nurse to use any cosmetics, 
He did improve, and he remained in this environment for about two weeks. | 
then removed the precautions, had him put on a regular mattress and allowed 
visitors; he was then in an environment roughly like his home except that he 
was living in the hospital. The improvement continued at the same rate. I can- 
not quite agree with Dr. Rosen or Dr. Sulzberger as to this condition fitting 
in with the category to which they assign it. In the few cases of severe 
intractable eczema which I have observed—if the condition is intractable eczema 
—there were frank oozing lesions at one time or another, and the deep infiltration 
which this man exhibits was not present. To the best of my knowledge he has 
never had frank exudative lesions, and careful questioning of the patient con- 
firms that observation. It is true that on the chart it is reported that he had 
some oozing behind the ears and on the toes when I first saw him, but that 
lasted only a day or so, and from the history it was found to be due to some salve 
which burned when he applied it. Before I saw him he had been sent to 
Lakewood, N. J., for a month, and the condition had become worse. He had 
only a slight relapse when he went home from the hospital. Subjectively he 
was better while in the hospital, but objectively he was not much better. When 
he went home a slight recurrence developed on the dorsa of the hands, but other- 
wise the condition is the same except that more of these nodules have appeared. 
I tried biliary drainage while he was in the hospital but could not give it a fair 
trial because of the patient’s bad subjective reaction. He claimed that he would 
rather keep the eczema than undergo that treatment. He tells me that before 
I saw him he was examined in regard to foci of infection and that all the results 
were negative. I do not think that this condition belongs in the group of allergic 
dermatitis characterized by the occurrence of prompt relapses when the patient 
returns to his former environment. In those disorders there are relapses within 
twenty-four hours after the patient returns to his original environment. If anything, 
this man has shown slow progress since he returned to his home. 


A Case ror DiacNnosis (Gtomus TuMor? Dermatitis Factit1a?). Presented 
by Dr. Georce M. Lewis. 

J. A., a man aged 29, an elevator operator, is presented from the New York 
Hospital because of a lesion under the nail of the ieft thumb of one year's 
duration. The patient states that it appeared after he sustained an injury. The 
area was treated on two occasions by electrodesiccation. 

Examination shows to the mesial side of the midline a pinhead-sized reddened 
area, visible because of the separation of the nail from its bed at this site. The 
patient states that pressure elicits pain localized to the nail. In attempts to 
demonstrate pus in the lesion by squeezing the thumb a few drops of serum 
were expressed. There has been no change in the condition during the past 
four months. The examination for fungi gave negative results. The palatal 
reflexes are apparently diminished. 
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DISCUSSION 


(ye. Henry D. Nites: I saw this patient several months ago at the New 
York Hospital. At that time he had a small soft red vascular growth. Several 


members of the staff concurred in the diagnosis of granuloma pyogenicum. At 


that time the lesion extended under the nail. I removed it with electrodesiccation 
after cutting away part of the nail, and at the time I thought had removed it 
completely. I understand that it recurred and that another member of the staff 


removed it again. It looked entirely different from what it does tonight. Tonight 
it looks like a keratosis under the nail. At that time it was vascular and was 
typical of granuloma pyogenicum. It was painful but not excessively so. 


Dr. Jostan P. THoRNLEY: I suggest the possibility of a foreign body. The 
patient is an elevator operator, and although he told me that he does not use a 
cable elevator, it looks to me as if there was a possibility of a small piece of 
metal under the thumb. Moreover, the patient says that no roentgen examination 
has been made. I think it would be worth while to make one. 


Dr. Georce M. Lewis: The patient still complains of pain on pressure, 
although there is little to be seen. The original diagnosis of pyogenic granuloma 
may have been correct, but it is possible that the lesion at that time was a glomus 
tumor, especially since according to the history the pain exceeds in severity that 
usually associated with granuloma pyogenicum. The main symptom of glomus 
tumor is pain, and since the lesion has now almost disappeared, the pain has 
diminished. It might be of importance to remove what tissue remains for histo- 
logic examination. The diagnosis of dermatitis factitia has some substantiation 
in the absence or diminution of the palatal and ocular reflexes. 


LocaAL Lipomatosis FoLttow1nG INJECTIONS oF INSULIN IN A DtaBetic CHILD. 
Presented by Dr. FRANK VERO. 


G. C., a boy aged 13, is presented from the pediatric service of Dr. Bader at 
St. Vincent’s Hospital. He has suffered from diabetes for the past six years and 
during that time has been treated with insulin. He has injected the insulin himself 
during the past three years, using mostly the same areas, namely, the arms, thighs 
and buttocks. Two months ago he discovered that at the sites of the injections 
the skin appeared thickened and lumpy. There are no subjective sensations. 

On the outer aspect of the upper portion of the arms are numerous sym- 
metrically distributed hemispherical tumors the size of a pigeon’s egg, which are 
freely movable, soft (lipoma-like) and indolent. The skin appears somewhat 
stretched, but’ its color and appearance are normal. On the anterior aspect of 
both thighs there are similar but larger tumors, measuring about 8 to 14 cm. 
On the buttocks the masses appear smaller and softer. 

During the past week these tumor masses have receded somewhat since the 
injections of insulin have been given into other areas. 

Chemical examination of the blood showed 479 mg. of sugar, 33.5 mg. of non- 
protein nitrogen, 241 mg. of cholesterol and 40 cc. of carbon dioxide per hun- 
dred cubic centimeters. The urine showed an acid reaction; the specific gravity 
was 1.028; the reaction for sugar was 4 plus; there was no albumin and no 
acetone, and microscopic examination gave negative results. The report on the 
biopsy has not yet been received. 

DISCUSSION 

Dr. R. H. Rutison: The boy told me that some of these lesions had appeared 
long after he took the injections, and I wish to ask whether there is any definite 
time relationship between the development of these tumors and the injections. 

Dr. Cartes Woxr: It would be interesting to make a biopsy to determine 
whether there is a hyperplasia of the fat tissue or necrosis with secondary fibro- 
blastic replacement. 

Dr. Frank C. Compes: Dr. Wolf’s remarks interest me. When I first 
saw the history and looked at the patient from a distance I thought he might 
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possibly have fat necrosis or panniculitis such as Dr. Howard Fox described jn 
new-born infants and which occasionally occurs in adults as a result of trauma, 
However, in this case the lesions feel like typical lipomas. In fat necrosis there 
is more infiltration and the lesions are nodular and more superficial. Fat necrosis 
occurs in the subcutaneous fat at the lower border of the corium and sometimes 
extends into the corium itself. The lesions in this case are soft and deep and 
do not conform to the usual clinical picture of fat necrosis. 


Dr. HERMAN GoopMAN: One must consider that if this boy had the lipomas 
without diabetes, that would be one condition; if he had the lipomas where he 
injected the insulin, that would be another condition—however, he did not have 
tumors in every site where he injected the insulin. 

Dr. Eucene F. Traup: I believe that the point made by Dr. Combes js 
important. In fat necrosis in the new-born there are a boardlike induration and 
a marked inflammatory reaction, features which are almost entirely absent jn 
this case. The patient told me that he had injected insulin in many areas where 
there were no tumors, and there also seem to be tumors in some of the areas where 
he could hardly have given himself injections. 

Dr. FRANK VERO: I think that this presentation is interesting since one finds 
references in the literature to alterations in the skin following injections of 
insulin but rarely sees instances of such alterations. Since 1926 there have been 
many reports in the American and Continental literature on changes in the skin 
following injections of insulin. In most of the cases described the changes 
were atrophies or lipodystrophies, and the patients were mostly children. In 
1932 Rowe and Garrison (J. A. M. A. 99:16 [July 2]) reported for the first 
time tumor formations due to injections of insulin and called the lesions sub- 
cutaneous tumefactions; apparently no biopsies were made in the cases to which 
they referred. According to some authors lipodystrophies are more common 
than the appearance of these tumors, yet last year Priesel (Arch. f. Kinderh. 
106:1, 1935) observed tumor formations in thirty-six of fifty-four diabetic 
children. He did not mention what type of insulin was used, and possibly the 
lesions were due to the brand of insulin. In my case there is definite evidence 
that the tumor masses appeared on the sites where insulin was repeatedly injected, 
and a connection between the injections of insulin and the tumor masses cannot 
be denied. What the cause is, I do not know. Some observers claim that both 
changes (atrophies and tumor formations) are due to cresol present in the 
insulin. Others believe that the reaction is due to the procaine hydrochloride 
which is often injected together with the insulin. In this case I considered the 
possibility that it may have been due to the presence of traces of alcohol in 
the insulin, since the boy sterilized the syringe in alcohol before each injection. The 
question as to whether alcohol has anything to do with these tumor masses has 
still to be proved. As to the nature of these masses, there seems to be some 
confusion, since the results of biopsy were not conclusive until in two cases 
autopsy observations proved that they are due to hypertrophy and hyperplasia of 
the subcutaneous fat tissue, extending in some cases as deep as 1% inches 


(3.8 cm.). 


SPIEGLER-FENDT’s Sarcorp. Presented by Dr. ANTHONY C. CIPOLLARO. 


H. McD., a woman aged 34, is presented from the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital. When she was seen 
on May 22, 1935, there.were several circumscribed elevations on the right cheek, 
some of which presented a mildly erythematous top. The lesions were hard. On 
the left cheek there was a scar about 1 cm. long by 0.5 cm. wide, corresponding 
to the site of lesions which have been removed. On May 24, 1935, a biopsy 
specimen was taken from the lesion on the right cheek, and a tentative diagnosis 
of Spiegler-Fendt’s sarcoma was made. 

On June 26 and on July 12, 1935, one-half erythema dose of roentgen radi- 
ation filtered through 1 mm. of aluminum was applied to three lesions on the 
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right cheek, the surrounding areas being closely shielded. On August 9 the 
lesions had practically disappeared. 

On April 3, 1936, the lesion on the right cheek had disappeared as a result 
previous treatment. The patient now presents three new lesions on the 


of the ih. . 
right cheek. These vary in size from that of a pinhead to that of a pea. The 
"tect + lesion is deeply infiltrated, involving the subcutaneous tissue. 


The biopsy report, by Dr. Satenstein, was as follows: In the center of the 
section, extending from the deep layers of the cutis up to the epidermis, was 
4 massive rather ill defined cellular mass. About this there were a few dilated 
vessels and some small focal cellular masses. The epidermis covering this area 
was thin; the rete pegs and the papillary bodies had disappeared. The cellular 
infiltrate was composed of small round cells, wandering connective tissue cells 
and some larger cells which had large vesicular nuclei and definite cell bodies 
with indistinct outlines. Throughout this cellular mass was a moderate number 
of mitotic figures. 

DISCUSSION 

Dr. GeorGE M. Lewis: A few years ago I had occasion to review the liter- 
ature on this disease. In compiling the cases which seemed to fit into this picture 
I found that it was possible to separate the condition into two types: a superficial 
localized, benign form, apparently readily curable, and a widespread, deep-seated 
and usually fatal form. I found that occasionally the localized type recurs, but 
the lesions respond readily to treatment. The lesions of the benign type are of 
various sizes, and the characteristics are not uniform; the diagnosis is usually 
made by the pathologist. This form of the disease frequently simulates sarcoid 
of Boeck, and there is usually no enlargement of the lymph nodes. In the 
disseminated type, on the other hand, there is symmetry; the lesions are usually 
subcutaneous and simulate the Darier-Roussy type of sarcoid, and there is 
usually enlargement of the lymph nodes. I came to the conclusion that the 
entire pathologic process apparently belongs in the group of lymphoblastoma 
and may be a transitional form or a forme fruste of more malignant types. In 
the superficial variety the lesions are quite radiosensitive, and one or two mild 
roentgen treatments usually suffice to cause them to disappear. In the disseminated 
type roentgen therapy with increasingly large doses of arsenic appears to offer 
the best hope; a few cures have been reported to follow that treatment. 


Dr. E. WILLIAM ABRAMOWITZ: Regarding roentgen therapy for the Spiegler- 
Fendt sarcoid, I wish to refer to the case of a physician who had an infiltrated 
patch on his back diagnosed histologically as a Spiegler-Fendt sarcoid. The 
patch had been present for about ten or fifteen years without growing any larger. 
I have heard that this patch disappeared after it was treated with roentgen rays 
but that some new outlying lesions developed. I wonder whether others have 
had a similar experience. 

Dr. Eucene F. Traus: The few disorders I have seen which fit into this 
clinical picture have all been so different that it is difficult to consider them all 
as belonging to one group. In some of them, as Dr. Lewis has said, the lesion 
has the appearance of a lymphoblastoma. In one case which I observed, the 
diagnosis of mycosis fungoides was even considered. Some of the lesions are 
radiosensitive. In one case which I have observed for a number of years the 
patient has remained free from lesions after a single dose of roentgen radiation 
was given to several lesions on the forehead and scalp. A large lesion on the 
same patient, measuring almost 6 inches (15 cm.) in diameter, was excised with 
the electric cutting current, and the wound was allowed to granulate in from the 
base; it healed perfectly and has not recurred. The lesions on Dr. Cipollaro’s 
patient are so different from those I have seen that in my opinion it would 
be impossible to make a clinical diagnosis. 

Dr. Georce M. Lewis: Regarding the point brought up by Dr. Traub, it is 
quite true that in almost every case the clinical picture is different, but histo- 
logically the disease runs true to form. 
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A Case For DiacGNosis (CusHING’s SYNDROME? PLURIGLANDULAR DISEAs® witg 
LEUKODERMA AND StrRiA-LIKE CUTANEOUS MANIFESTATIONS?). Presented 
by Dr. HERMANN FEIT. 


E. della C., a woman aged 25, a nurse, born in the United States, first noticed 
a brown spot on the neck a year ago. Since that time she has gained 20 pound; 
(9.1 Kg.). She also complains of severe headaches, affecting alternately the 
frontal, the parietal and the occipital region. There are leukoderma-like brow, 
patches on both sides of the neck, partly sclerodermatous and partly atraphic lines 
resembling striae gravidarum on the breasts and legs and multiple penduloys 
fibromas. There is an increase of hair on the arms, thighs and breasts, ang 
deposits of fat are present on the lower portion of the abdomen and on the legs 
The patient has lost physical energy and is easily tired. The menses have decreased 
considerably. The liver is enlarged. The blood pressure is 100 systolic and 68 
diastolic. 

The urine contained a faint trace of albumin, no sugar and no lead. The basal 
metabolic rate was —7 per cent. The Wassermann reaction of the blood and the 
results of the Aschheim-Zondek test were negative. The blood count was essen- 
tially normal. Roentgenograms of the sella turcica showed no abnormalities, 
The pulse rate was 80 and the respiratory rate 12. 

Although there were no hemorrhages in the skin, microscopic examination 
of the capillary vessels revealed hemorrhages. 


DISCUSSION 


Dr. HERMANN FeirT: I am sorry that there has been no discussion on this 
case because this patient has nearly all the characteristics of Cushing’s basophil 
adenoma, and it is known that in most cases that disease is fatal. This patient 
was presented for suggestions as to treatment. I recently read Crile’s work on 
this type of syndrome. He showed pictures of a young woman who exhibited 
symptoms much like those of this patient, namely, a tremendous increase in 
weight, cessation of menstruation, pigmentary changes and hypertrichosis. He 
showed pictures of the patient after she had undergone section of the sympathetic 
fibers to the adrenal gland. She recovered completely. I should like to know 
if any one has had any experience along that line. One cannot let a patient with 
a disease of this kind go on without doing something for her. The only mani- 
festation of Cushing’s syndrome that is missing is telangiectasia, but the micro- 
scopic examination of capillary vessels showed hemorrhages around those vessels. 
I think, therefore, that the condition is not far enough advanced to produce the 
changes in the skin. I should like to receive suggestions for treatment. This is 
an important case. 


PARAPSORIASIS VARIOLIFORMIS. Presented by Dr. ANTHONY C. CIPOLLARO. 


G. I., a woman aged 28, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, presents a generalized eruption 
composed of macules and papules; it has been present for four weeks. The face 
is not involved. The lesions are reddish and slightly infiltrated. There is no 
itching. Many lesions are excoriated; others show slight scaling. 

Tests for syphilis gave negative results. The urine was normal. A biopsy 
showed parapsoriasis. The vessels in the middle and upper portions of the 
cutis were fairly dilated, and around them was a considérable amount of focal 
cellular infiltrate, composed mainly of small round cells. Throughout the papil- 
lary layer there was a moderate diffuse cellular infiltrate of small round cells 
and some connective tissue cells. The papillary bodies were swollen. The epi- 
dermis was in parts slightly acanthotic and showed edema in the lower part, with 
immigration of cutis cells. There were large areas of parakeratosis. 


DISCUSSION 


Dr. Cartes Wor: This type of parapsoriasis is particularly characterized 
by its rapidity of involution, in contrast to parapsoriasis lichenoides chronica. In 
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three cases which I have had the opportunity to observe that feature was 


two 7 > P . - 
The lesions healed in a relatively short time. Therefore, the term 


striki 7 . . 
“acute” should not be omitted from the diagnosis. 
A ( FoR D1AGNOSIS (TUBERCULOSIS VERRUCOSA CuTIS?). Presented by Dr. 

JosepH L. Morse. 

J. R., a Negress aged 26, born in the United States, is presented from the 
Hospital for Joint Diseases. There is a lesion on the left foot of ten years’ 
duration. The family history is irrelevant. The condition began on the sole 
and spread to both sides and to the dorsum of the left foot. When she was 
first seen in 1933, the patient presented a bandlike verrucous patch on the dorsum 
and outer side of the left foot with a surrounding area of scar tissue extending 


on to the sole. Pus exuded from the warty central area. In the scar there were 
some infiltrated papules. 

The Wassermann and the Kahn test were negative. Quantitative tests with 
tuberculin gave positive results with diagnostic dilutions. A test with avian tuber- 
culin gave inconclusive results. A smear showed many acid-fast bacilli. Physical 
examination and roentgen examination of the lungs gave negative results. A 
guinea-pig inoculated with material from the lesions died of peritonitis after 
three and a half weeks. Examination of the tissues showed no evidence of 
tuberculosis. 

The report on the biopsy was as follows: The ulceration in the specimen 
was lined with a much thinned layer of epithelium. The stroma underneath 
was crowded with mononuclear cells, mostly lymphocytes. Plasma cells were 
present. There was one large cell, the appearance of which was typical of a 
Langhans giant cell. 

Treatment with 75 roentgens of unfiltered radiation once a week and a salt- 
poor diet resulted in improvement, but the lesions recurred, and for the past four 
months the involvement has spread rapidly. The present lesion is much like the 
original lesion, but it extends from the heel to the center of the dorsum of the 
left foot. Tubercle bacilli were found in large numbers. Generalized irradiation 
from an air-cooled quartz mercury vapor arc lamp, administration of halibut liver 
oil with viosterol and a strict salt-free diet have brought about some improvement. 


DISCUSSION 


Dr. Frep Wise: I agree with the diagnosis. 

Dr. IsaAporE Rosen: It is true that the patient has a verrucous type of erup- 
tion which clinically might suggest tuberculosis verrucosa cutis, but there are 
certain definite features which resemble syphilis, namely, spontaneous involution 
of the lesions with spreading at the periphery, irregularity, atrophy and scarring. 
I do not recall having seen tuberculosis verrucosa cutis which behaved in this 
manner, and I therefore suggest the diagnosis of syphilis. 

Dr. Davip Btoom: I wish to ask the presenter if he can explain the absence 
of tubercle bacilli in the guinea-pig and the abundance of acid-fast bacilli in 
the smears? 

Dr. Paut Gross: When this patient was first seen at the clinic a few years 
ago the presence of acid-fast bacilli in the smears was a surprise, and the diag- 
nosis of tuberculosis was not substantiated by results of the biopsy or inoculation 
of guinea-pigs. When the patient returned recently, acid-fast bacilli were again 
demonstrated in the smears by two bacteriologists. This seems to speak against 
the presence of acid-fast saprophytes, but it is also an unusual observation for 
tuberculosis cutis. Possibly the disorder is a different type of tuberculosis, one of 
the rarer localized varieties. 

Dr. JosepH L, Morse: My co-workers and I were inclined to make a diag- 
nosis of tuberculosis not only from a clinical point of view but because of the 
results of laboratory examination. On several occasions acid-fast bacilli were 
observed in the smears and in the biopsy specimen. However, I must admit that 
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in the face of the biopsy report and the negative results of inoculation of guinea. 
pigs, the presence of these bacilli is not conclusive evidence. Several years ago 
this patient improved markedly as a result of treatment with roentgen rays and a 
salt-free diet. This bore out the tentative diagnosis of tuberculosis, but the patient 
was not seen again until recently. She says that the condition became worse 
when she discontinued the salt-free diet. When I take all the evidence into cop. 
sideration, although the histologic picture is rather against it, I must stick to the 
diagnosis of tuberculosis. However, I have made another biopsy; another inocula. 
tion has been done, and I hope to report further at the next meeting. 


TRICHOTILLOMANIA, Presented by Dr. ANtHony C. CrpoLLaro. 


M. S., a boy aged 16, is presented from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital, because of a condition of the 
scalp of eight months’ duration. When he was first seen, on Dec. 9, 1935, he had 
a large area of alopecia in the frontal area, which was considered to be alopecia 
areata. The hair has regrown in this area, but later alopecia appeared on the 
vertex of the scalp, where the hair has since partially grown back. There is a 
definite history that the patient absent-mindedly pulls his hair while he studies 
or reads. 

DISCUSSION 

Dr. Eucene F. Traus: This is a case which perhaps does not arouse general 
interest but which should not be passed by without emphasis on several points, 
Apparently, practically all patients with this disease have the loss of hair in the 
same location, i. e., just anteriorly in the center of the scalp. In this patient, in 
addition to the loss of hair there is a certain amount of thickening of the scalp; 
the patient complains of itching, and there is definite evidence of scratching— 
features which suggest a localized neurodermatitis. At the meeting of the American 
Dermatological Association in 1934 Dr. Knowles read a paper on a condition 
which he called pseudo-ectothrix. In his group of disorders a neurodermatitis 
affecting particularly the lower portion of the occipital area and the nape of the 
neck was accompanied by certain changes in the hair follicles. A few days ago 
I saw a patient with an eruption exactly similar to that exhibited by Dr. Cipollaro’s 
patient. One dermatologist considered the condition as alopecia areata, and another 
thought that the patient, a 7 year old girl, had tinea capitis. Examination for tinea 
gave negative results, but microscopic examination of the hairs showed peculiar 
threadlike bands encircling the hairs, particularly near the root. Although I felt 
that the diagnosis was trichotillomania, the opinion of Dr. Knowles, namely, that 
this peculiar formation is a possible etiologic factor in cases of neurodermatitis 
should not be entirely ignored. I wonder whether Dr. Cipollaro has examined 
the hairs in his case and whether he found this filament-like formation. If he 
has, does he consider that this might be responsible for the condition? In other 
words, is the disorder really a true trichotillomania, or is it a neurodermatitis of 
the scalp? 

Dr. AntHony C. Crpottaro: I believe this to be a classic case of tricho- 
tillomania. When the patient was first seen his hair was much shorter than it is 
now. It was so short that the areas looked almost like patches of alopecia areata. 
He was treated for several weeks, and during that time his hair grew longer. 
I saw him for the first time yesterday. My first impression of his disorder was 
trichotillomania. I made this diagnosis because of the clinical characteristics. 
The patient admits that he fusses with his hair while he reads. I examined his 
scalp carefully and I observed no evidence of neurodermatitis of the scalp and no 
ringed hairs. 


A Case For Diacnosts (Hutcurinson’s Inrectious Nevus?). Presented by 
Dr. HERMAN GOODMAN. 


D. D., a woman aged 26, born in the United States of native parents, single, 
is presented because of the possibility of Hutchinson’s infectious nevus. There 
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‘; no history of consanguinity and no other similar condition in the family. The 
was born with a red mark over the areas now visible as a nevus. The 


patie! 3 : ; ° ‘ 
area has neither decreased nor increased. When the patient is angry the areas 
are much brighter red; when she is cold the areas become dark purple. 


Over both cheeks and across the nose there is an irregularly outlined flat 
bluish red nevus of the port wine type. There are no raised areas anywhere 
on the nevus. Beyond the flat area are a few small papules of the fibroma type. 
No spider nevi are present. There are no raised angiomas anywhere. On the left 
side of the neck there is a discrete flat linear nevus with dilated superficial capil- 
laries and clear skin between. There are a number of disconnected minute dilata- 
tions. On the chest there is an area of dilated blood vessels along the midline 
of the chest and toward the left axilla about 3 inches (7.5 cm.) from the midline. 
There is perceptible redness in the skin along the upper portion of the left arm 
as well as occasional surface dilatation of the capillaries without definite outline. 
The dorsum of the left hand, the anterior and outer surfaces of the wrist and 
the thenar eminence of the left palm are splotchy red but not raised. The left 
arm from the shoulder to the fingers is thinner than the right arm, decidedly cooler 
and definitely without normal pigmentation, although there is no evidence of 
leukoderma. The musculature of the left arm is obviously lacking. There is less 
strength in that arm. The arms are of equal length. The skin of the back shows 
superficial dilatation of capillaries similar to that on the neck and chest. The 
back does not show the regular redness which is present on the cheeks. There 
is a network of enlarged capillaries across the left scapula from the shoulder to 
the midline. On the right side of the back this is evident in an oblong patch 
extending from the first to the sixth dorsal vertebra to within 2 inches (5 cm.) 
of the midline. There are a few pigmented papules. 

Examination of the chest and fluoroscopic examination revealed no abnormalities. 

Recently destruction of puncta by diathermy and irradiation from a water- 
cooled quartz mercury vapor arc lamp have been resorted to, but there has been 
no change in the condition. 


SyrINGOMA. Presented by Dr. Max Scueer. 


M. M., a woman aged 62, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, has had lesions on the neck, chest 
and face for four years. On both sides of the face and on the anterior surface 
of the chest and neck there are numerous discrete slightly raised flat nonscaly 
yellowish, yellow tan and erythematous oval and angular papules from the size 
of a pinpoint to that of a millet seed. 

Urinalysis on March 26, 1936, gave normal results except for a 2 plus reaction 
for sugar. The Wassermann and the Kahn test were negative. The report on a 
biopsy made on March 26, 1936, was as follows: The diagnosis was syringoma. In 
the upper portion of the cutis, about the middle of the section, was a group of cell 
masses. Some appeared to be small cysts; others were bands, strands and small 
cell masses. The cells making up these masses had ill defined cell bodies, with, 
however, well defined nuclei, which were round and had a definite hyperchromatic 
network. There was a parenchymatous edema of the upper portion of the cutis 
with some interstitial edema of the lower portion. There were some strands of 
basophilic degeneration of collagen in the upper portion of the cutis. There was 
a moderate number of mast cells in the section. The blood count showed 5,000,000 
red cells, 88 per cent hemoglobin, no abnormal red cells and 7,300 white cells. 
The differential count showed 80 per cent polymorphonuclear leukocytes, 6 per 
cent eosinophils and 2 per cent basophils. 


PeRIADENITIS Mucosa NecroticA RecurRENS (Sutton). Presented by Dr. 
Georce M. Lewis. 


D. D., a woman aged 29, a typist, from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital, has had an eczematous 
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process confined to the region of the nipples for the past fourtcen years. During 
the menstrual cycle there is usually an exacerbation of the condition, and improve. 
ment occurs during the intermenstrual period. The lesions in the mouth, which 
have been present for five years, develop either periodically at the time of the 
menses or at other times. The lesions are painful. The eczema affecting the 
nipples has been observed when it was acutely edematous and exudative, but at 
times it assumes a dry scaly form. Itching is variable. There has not been any 
discharge from the nipples. Lesions have been observed on the tongue and on 
the mucous membranes of the cheeks and lips. Beginning as painful “lumps,” they 
form necrotic plugs which resolve into ulcers and heal slowly. The basal metabolic 
rate is — 4 per cent. 

Application of various salves and lotions has improved the eczema at times 
The patient is now being studied in the department of endocrinology. Repeated 
vaccinations fur smallpox were given, with apparent temporary arrest of the 
development of the oral lesions. Lately more lesions have appeared. 


IcutHyosis Hystrix IN A TWIN. Presented by Dr. Paut Gross. 


M. D., a Negro girl aged 7, from the Hospital for Joint Diseases, is one of 
twin sisters (identical?) and has shown excessive cutaneous changes since birth. 
The sister was seen; she presents only a slight degree of ichthyosis over the elbows 
and adjoining parts of the forearms. No information about the parents has been 
obtained. A photograph of the twin sister is presented. 

The condition consists of a bandlike area around the neck and sharply defined 
patches in the axillae, on the entire forearms and part of the arms and on the 
chest, abdomen, buttocks, thighs, dorsa of both hands and feet and lower third 
of the legs. The condition is most marked on the dorsa of the hands and feet, 
which are covered with horny excrescences, closely arranged like the nap of a rug. 
They are on the average about % inch (1.2 cm.) long, % inch (0.32 cm.) thick 
and % inch (0.64 cm.) wide and of a nail-like keratotic consistency. In the other 
locations there are finer spinous excrescences, giving the affected skin a velvety 
feel. The condition is particularly intense over the elbows and knees. On the 
soles, particularly in the central portion, are heaped-up keratotic masses. There 
is a follicular keratosis in the eyebrows and on the scalp. The nails are not 
affected to any degree. 
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A Case For Dracnosis (Lupus Tumipus? Lupus Pernio? Sarcorp?). Pre- 
sented by Dr. Max Scueer for Dr. C. K. Goon. 


H. K., a woman aged 40, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, was operated on several years ago 
for an acute mastoiditis; healing was delayed and an acute antral infection was 
opened through the nose and irrigated. Both antrums have been punctured and 
irrigated, and the septum has been operated on to make it possible to reach the 
antrums. The nasal membranes have shown progressive atrophy and atrophic 
rhinitis, and nodules over the malar eminence have developed. At first it seemed 
that the nodules might result from the antral infection, and a radical Caldwell-Luc 
operation was performed. This did not clear up matters as far as the facial 
nodules were concerned; they increased. Atrophy of the nasal membrane became 
profound. Lupus vulgaris was not considered because of the profound antral 
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Later the washing of the antrums showed purulent material thought 


infect 
a due to extension of the antral infection. The otolaryngologist has not been 
able to explain the marked atrophic rhinitis that appeared after the antral infection. 
He was not present when the nasal turbinates were operated on. The patient’s 
resistance has always appeared to be low. Ophthalmic examination showed no 
gross | ithologic changes. 

A biopsy showed that the epidermis was flattened but otherwise normal. The 
subepidermal portion of the cutis was markedly granular. In the upper portion 
of the cutis there was marked dilatation of the vessels, with considerable edema 
and a few round cell infiltrates. In one area there was a group of giant cells. 
From the middle portion of the cutis extending down to the bottom of the section 
were irregular masses composed of confluent epithelial tubercles in and about 
which were considerable numbers of small lymphocytes. In some of the sections 
the confluent tubercle masses extended into the upper portion of the cutis. In 
some areas there was some tissue reaction. 

The condition was considered to be of the lupus vulgaris type associated with 
edema and degeneration and changes in the upper portion of the cutis which 


might well fit with lupus tumidus. 

Urinalysis and repeated Wassermann tests gave negative results. Examination 
of the blood showed no dyscrasias. Diagnostic tests with tuberculin and inocula- 
tion of guinea-pigs were not carried out. 

There is a sharply defined dark violaceous eruption involving both malar 
eminences and extending to and involving the left side of the nose. The lesion 
on the right cheek is somewhat larger than that on the left cheek, being approxi- 
mately 2 by 3 inches (5 by 7.5 cm.), while that on the left cheek is approxi- 
mately 2 by 2 inches (5 by 5 cm.). There is a dime-sized lesion on the 
left side of the nose near the bridge. The lesions are infiltrated and firm and 
seem somewhat raised. There is no pain or tenderness on palpation. There is no 
evidence of any atrophic or ulcerative processes. 

Therapy has consisted of a prolonged salt-free diet, a long course of treatment 
with gold sodium thiosulfate, a total dose of over 2 Gm. being administered, and 
general supportive measures, i. e., an adequate vitamin intake, cod liver oil, 
medicaments to improve the condition of the blood, sufficient sleep, exercise and 
attention to elimination. In addition, from July 10, 1934, to Dec. 28, 1935, a total 
of 334 erythema doses of roentgen irradiation was administered. One erythema 
dose consisted of 450 roentgens. The factors were as follows: filter, 2 mm. of 
aluminum; skin-anode distance, 8 inches (20 cm.); milliamperage, 5; kilovoltage, 
96; time for one-fourth erythema dose, seventy-two seconds; filament current, 7 
amperes. 

DISCUSSION 

Dr. GeorceE M. MacKee: On inspection the disorder looks like lupus erythema- 
tosus, but on palpation there is considerable deep infiltration or edema. I think 
that the process represents some form of tuberculosis, but whether it is a deep 
lupus erythematosus, lupus vulgaris (tumidus), sarcoid or lupus pernio I do 
not know. 

Dr. Lupwig OULMANN: Scleroderma-like sarcoid of the face used to be called 
lupoid and was regarded as an allergic reaction. 

Dr. IsaporE Rosen: I think that this lesion is probably sarcoid rather than 
lupus tumidus. The firmness of the infiltration is more in favor of that diagnosis. 

Dr. CHartes K. Goop (by invitation): I wish to thank the members for 
permitting me to present this case. If it is possible to do so, I shall endeavor to 
have intradermal tests with graded dilutions of tuberculin and roentgenograms 
of the chest and hands made to see if any cystic changes are present in the bones. 

Dr. Frep Wise: Lupus pernio is the name European dermatologists give to 
this condition. I suggest injections of arsenic combined with supportive treatment. 


Dr. Grorce M. MacKee: The term lupus pernio and especially the term lupus 
tumidus are as obsolete as the term eczema madidans, and I am sorry that I used 
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them. I agree with Dr. Rosen that in all probability the disorder will turn oy 
to be sarcoid. 
Dr. Paut E. Becuet: I agree with Dr. MacKee and Dr. Rosen. 


Dr. Max Scueer: I think that the diagnosis rests between lupus vulgaris 
tumidus and sarcoid, and I suggest that further investigation be made. Roent. 
genograms of the hands and feet for evidence of cystic changes in the bones and 
roentgenograms of the lungs should be made. I think that would settle the 
question more satisfactorily than microscopic examination. 


Dermorp Cyst oF THE Nose. Presented by Dr. Howarp Fox. 


D. Z., a schoolboy aged 16, presents a congenital defect in the center of the 
bridge of the nose. The lesion is pea sized and has slightly elevated borders of 
normal skin and a deep central crater from which sebaceous matter can he 
expressed and which contains a few normally pigmented stiff hairs. The chief 
complaint is the cosmetic defect. The lesion was treated on one occasion by actual 
cautery, the site being under local anesthesia, but without benefit. No other 
member of the patient’s family is similarly affected. There are no other congenital 
abnormalities. 

DISCUSSION 


Dr. Howarp Fox: The patient is presented because of the rarity of the dis- 
order ; involvement of the nose is especially rare. 


A Case For Dracnosis (SuBUNGUAL HEMORRHAGE DUE TO Vitamin C 
DeFIcIENCcy?). Presented by Dr. Max ScHEER. 


Mrs. E. O’D., aged 55, born in Ireland, presented herself at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital for 
treatment of a disorder of the finger-nails and toe-nails of fifteen months’ duration 
She complained of pain and tenderness of the nails and of bleeding from the sides 
of the nails, stating that the proximal portions of the nails would appear raised 
and bluish and become sore and that blood would then ooze from beneath the 
lateral and posterior margins of the nails. After bleeding had occurred the pain 
would diminish. 

The patient had gastric trouble for five years and restricted her diet severely. 
She has a horror of “acid” foods, and takes no oranges, grapefruit or tomatoes. 
She complains that she suffers great distress when these foods are ingested and 
has refused to take them. She therefore has been getting a minimal amount of 
vitamin C. The gums bleed easily when the teeth are brushed, but there are no 
other evidences of scurvy. 

All the finger-nails and most of the toe-nails are involved. The proximal half 
or third of the nail shows a swollen appearance, is elevated in a dome-shaped 
fashion and appears blue or bluish red, and fluctuation can be easily detected. 
Slight pressure over these areas causes blood to ooze from beneath the base and 
sides of the nail. The nails are lusterless and ridged but not scaly. 

Scrapings from the finger-nails and toe-nails showed no fungi. 


DISCUSSION 


Dr. Max ScHEER: Sometimes the patient scrapes the nails; this gives reliei 
from pain and swelling. Though she is neurotic I do not think that she does or 
can produce these lesions. 


Curonic RoENTGEN Ray Dermatitis. Presented by Dr. MAx SCHEER. 
X. Y., a girl aged 16 from the Skin and Cancer Unit of the New York Post- 


Graduate Medical School and Hospital, was given roentgen treatment when she 
was 4 years old; she does not know why the treatment was given. She presents 
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the usual changes over the lower part of the neck, clavicular regions and upper 
sternal area. Should this be left alone and keratosis or epitheliomas be treated 


as they arise, or should the entire area be excised and grafted? 


DISCUSSION 


Dr. GeorcE M. MacKee: A plastic operation if performed now would remove 
all potential danger. I am by no means certain that the esthetic appearance would 
be improved. However, a plastic operation can be performed any time in the 
fyture if it is mecessary or advisable. There is no danger at present, and no 
dangerous lesions may ever develop. If keratoses, small indolent ulcers or small 
areas of sclerosis develop later, they can be excised or destroyed with electro- 
surgery. The area should, of course, be inspected at least once a year. I have 
followed many patients with such conditions for twenty or thirty years, and no 
operation has been necessary. On the other hand, particularly because of the 
patient’s long expectancy of life, there is perhaps a 25 per cent chance that trouble 
will develop in the future. However, the skin is in such good condition now that 
I should wait a few years unless the parents prefer to have all potential danger 
removed at once. 

Dr. Lupwig OULMANN: The patient is referred for the treatment of the 
cosmetic defect. I think that plastic surgery is advisable now. 


Herpes ZOSTER GENERALISATUS. Presented by Dr. Max SCHEER. 


S. S., a man aged 65, came to the clinic of the Mount Sinai Hospital on March 
23, 1936, presenting herpes zoster of six days’ duration. The eruption was severe, 
involving the upper part of the left side of the chest and back and the left upper 


extremity. He also showed numerous vesicles on the face, trunk and extremities ; 


these were indistinguishable from vesicles of varicella. There was no history of 
medication. At present most of the vesicles have dried up. He is presented 
because of the unusual number and wide distribution of the aberrant vesicles of 


herpes zoster. 
DISCUSSION 

Dr. MinraAn B, PAROUNAGIAN: I agree with the diagnosis of herpes zoster 
generalisatus. I think I have observed about four cases of my own, and some 
time ago Dr. Goodman and I reported a case of that disorder, giving thirty-one 
references (ArcH. Dermat. & Sypu. 7:439-451 [April] 1923). Dr. Andrews 
presented a patient with a similar condition before this society last year. 

Dr. Pau FE. Becuet: I have observed two cases of involvement similar to 
that in Dr. Scheer’s case, namely, a case of herpes zoster with tendency to 
excessive pustulation and one of an accompanying pustular eruption of generalized 
distribution. It seems to me that it might be plausible to consider that the general- 
ized eruption is due to a superimposed staphylococcia. 

Dr. MAx ScHEER: The patient was under observation in the clinic for over 
three weeks. During that time my co-workers and I saw lesions come out for 
over twenty-four days; this is unusual in varicella. I think that the disorder is 
herpes zoster. 


A Case ror D1acnosis (Lupus Mittaris Diss—EMINATUS FactEI? LEWANDOW- 
sky’s RosAcea-LIKkE TuBERCULID?). Presented by Dr. Isapore Rosen. 


B. S., a woman aged 37, was first seen on Jan. 31, 1936, at the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital, presenting 
an eruption on the face of four months’ duration. On both cheeks and chin there 
were numerous slightly raised brownish red papules from the size of a pinpoint to 
that of a pinhead. There was some erythema. No change resulted from topical 
application of ultraviolet rays. 
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Urinalysis gave negative results. A test with a 1:1,000,000 dilution tuber. 
culin gave negative results; a test with a 1:10,000 dilution gave a 2 plus reaction 
A biopsy revealed lupus vulgaris. 4 

DISCUSSION 

Dr. Georce M. MacKee: This is a borderline condition ; therefore it is difficy); 
to diagnose. The papules or nodules are larger than those usually seen in Lewan. 
dowsky’s tuberculid and yet are smaller than those usually encountered in fupys 
miliaris. Also, there are no tiny pustules capping the nodules; such pustules 
however, are not always present in the tuberculid. There is considerable diffyse 
erythema in the affected areas, which produces a rosacea aspect. In the majority 
of cases of Lewandowsky’s tuberculid the reaction to tuberculin is strong, byt 
that is not true of all of the cases. I lean toward a diagnosis of Lewandowsky’. 
tuberculid. : 

Dr. Howarp Fox: The term rosacea-like tuberculid applies to the clinical 
appearance of an eruption and would fit this disorder. In most cases of lupus 
miliaris disseminatus the lesions occur in small groups, particularly about the 
nares and mouth, whereas in this case they cover the greater part of the cheeks, 

Dr. Georce M. MacKee: In all the cases of Lewandowsky’s tuberculid which 
Sulzberger and I studied there was a tuberculoid structure but no definite tubercle 
formation. In lupus miliaris, at least in my opinion, there are tubercles, although 
there may be no necrosis. On the other hand, Wile and Grauer found tubercles 
in their cases. All this indicates the difficulty of making the differentiation either 
clinically or histologically. In this case, if there is definite tubercle formation | 
should classify the disorder as lupus miliaris, taking into consideration also the 
size of the elementary lesions and the low sensitivity to tuberculin in spite of 
the erythema. 

Dr. Frep Wise: I regard this patient’s disorder as a typical eruption of 
rosacea-like tuberculid. 

Dr. Georce M. MacKee: As the question now stands it seems as though 
Lewandowsky’s tuberculid can be diagnosed only on clinical evidence. That is, if 
the eruption looks like rosacea and yet is a tuberculid, it is Lewandowsky’s tuber 
culid. To make an unqualified diagnosis of that condition the features should be 
as follows: The disorder should involve the face; there should be diffuse 
erythema; the center of the face should be mostly free from eruption; there should 
be numerous tiny follicular papules which do not completely disappear on pressure; 
there should be few, many or occasional tiny pustules capping the papules; the 
eruption should have a rosacea-like aspect; the patient should be hypersensitive 
to tuberculin; there should be a tuberculoid structure without definite tubercles, 
and as a rule the condition should not respond to roentgen irradiation or therapy 
indicated for rosacea. I admit that in this case all these requirements are not 
fulfilled. 


Lupus Vutcaris. Presented by Dr. IsaporeE Rosen. 


J. L., a man aged 25, was first seen on Nov. 25, 1935, with an eruption on the 
face of five months’ (?) duration. On the chin, forehead and both cheeks there 
were a few comedones, papules and pustules. In these same areas there are now a 
moderate number of lentil-sized, elevated, brownish red, soft, shiny lesions. There 
are a few pinpoint scars, which were also present in the old acne. The patient did 
not improve under local application of ultraviolet rays from the cold quartz mercury 
vapor lamp. A tuberculin test with a 1: 1,000,000 dilution was negatve; one with 
a dilution of 1: 10,000 was 1 plus. The microscopic diagnosis was lupus vulgaris. 
Extending from beneath the epidermis down in places to the fat zone there is a 
diffuse cellular infiltration; in the deep cutis there are more isolated masses of 
infiltrate. They consist of a conglomeration of epithelioid cells with giant cells and 
many plasma cells. There are some areas of necrosis with polymorphonuclear leu- 
kocytes and granulation tissue. The epidermis is flattened out; otherwise it shows 
little of note. 
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4A OF THE VULVA. Presented by Dr. Lupwic OULMANN. 


a German woman aged 58, underwent an operation on the womb last 
nature of which is unknown to her. For the past six months she has 
moist growth at the vulva. 
are two broad irregular condyloma-like tumors, each about the size of a 
piece, with oozing surfaces, on the left labium, and the skin of the right 
the vulva is ulcerated. There are ulcerations of the mucous membrane 
the urethral caruncle and orifice. The Wassermann reaction was negative. 
iopsy showed typical squamous cell carcinoma with central cornification 
rl formation, and the surface of the section was covered with a thick layer 


ratin. 
patient will be hospitalized tomorrow for surgical intervention or for 


A Case For Diacnosts (Montiiasis? Pempnicus?). Presented by Dr. Frep 

WISE. 

S. H., a woman aged 63, was first seen on April 11, 1936, at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital, 
presenting a generalized eruption of ten weeks’ duration. Scattered over the 
trunk, especially under the breasts, were numerous discrete and confluent flat 
lesions, many of which were covered with a thin adherent crust. The lesions 
which did not present crusts had a collaret scale. The lesions under the breasts 
had coalesced to form large erythematous patches of intertrigo. The oral mucosa 
was free from lesions. There was marked scaling throughout the entire scalp. 
The patient was receiving treatment for diabetes consisting of daily injections 
of insulin. Her husband is said to have pemphigus. The results of the Wasser- 
mann test and of mycologic examination of material from the lesions will be 
reported at a subsequent meeting. 

DISCUSSION 

Dr. IsaporE Rosen: I suggest the diagnosis of pemphigus vulgaris. There 
are isolated bullous lesions especially under the breasts and in the axillae. The 
large erythematous patches which are so characteristic of moniliasis are absent. 

Dr. HerBert ROSENFELD (by invitation): There may be some explanation 
for the relation between diabetes and monilial infection in the increased sugar 
content of the skin and sweat. I think that clinically this condition resembles a 
monilial infection especially because of the vesiculation in the periphery, but I 
cannot make a diagnosis without a culture. 

Dr. Frep Wise: We have had no opportunity to make any investigations. 
I shall report the results of studies at the next meeting if possible. 


HyperKERATOTIC Psorrasis. Presented by Dr. Paut E. Becuert. 
y 


H. K., a married man aged 44, the proprietor of a restaurant, was first seen 
on April 7, 1936, at the Skin and Cancer Unit of the New York Post-Graduate 
Medical School and Hospital. For two years he had suffered from an eruption 
involving the dorsum of the right thumb. The lesion consisted of an irregular 
grayish brown hyperkeratotic patch measuring 5 mm. in the long diameter. On 
the glans penis there were a few scattered raised dark red papules, the largest 
of which was about the size of a pea. On the left leg there was a large reddish 
brown pigmented patch which presented no scaling. There were no lesions of 
the oral mucosa. The Wassermann, the Kahn and the Kline test and the urinalysis 
gave negative results. Tissue was taken from the hyperkeratotic patch on the 
thumb for microscopic examination, and the condition was reported to be hyper- 
keratotic psoriasis, Clinically the eruption so strongly resembles lichen planus that 
it is hard to accept the diagnosis of hyperkeratotic psoriasis; the latter diagnosis 
is offered on the basis of the histologic observations alone. 
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A Case For Dracnosis (TuBercuLosis? TERTIARY SYPHILIS?). Presented by 
Dr. Frep WISE. 3 


A. G., a married woman aged 58, a housewife, was first seen at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital on 
March 28, 1936, presenting an eruption involving both legs of two years’ duration. 

There are many ulcers, especially on the anterior aspects of the left leg and 
on the posterior surface of the right leg. These ulcers are sharply defined and 
have a moist serosanguineous base. The largest ulcer measures about 114 inches 
(3.8 cm.) in diameter. Some of the ulcers have healed, leaving depressed scars. 
The patient states that she received “arm injections” several years ago. The 
Wassermann reaction of her husband’s blood was negative. 

The results of tuberculin tests made on March 31, 1936, were as follows: A 
1: 1,000,000 dilution gave a 1 plus reaction; a 1: 100,000 dilution, a 2 plus reaction: g 
1: 10,000 dilution, a 3 plus reaction. The Wassermann and the Kahn test were 
negative. The Kline diagnostic test gave a negative reaction, and a Kline exclusion 
test, a 1 plus reaction. The urine gave a 4 plus reaction for sugar. The patient 
has taken potassium iodide for the past few weeks, and there has been a slight 
improvement of the ulcers. Tissue for microscopic examination was removed 
from an ulcerated area on the left leg. The histologic picture was indefinite, 
resembling both tertiary syphilis and erythema induratum. 


DISCUSSION 


Dr. Howarp Fox: I should exclude tertiary syphilis because the eruption js 
entirely symmetrical, lesions are situated on the lower half of the leg and they 
are surrounded by a good deal of infiltration. One of the scars is of the deforming 
type that suggests tuberculosis rather than syphilis. 


ScrotaAL TONGUE WITH LEUKOPLAKIA IN A SYPHILITIC PATIENT. Presented by 
Dr. Frep WIsE. 

P. F., a married man aged 44, a presser, was first seen today at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital, 
presenting an eruption of the oral mucosa which has been present for one year. 

The tongue presents the characteristic fissures and grooves of scrotal tongue. 
Scattered over the lingual mucosa are numerous pea-sized, grayish white slightly 
infiltrated patches. There is a similar but more extensive leukoplakic involvement 
of the mucosa of the lower lip. The central portion of the lip is eroded as a result 
of constant biting. The right portion of the buccal mucosa presents a patch of 
leukoplakia the size of a 25 cent piece. 

The patient states that the condition is markedly aggravated by smoking and 
disappears almost entirely when he abstains from smoking. He says that he does 
not have syphilis. He presents no scars on the penis. He has two children, living 
and well. His wife’s second pregnancy resulted in spontaneous abortion at two 
months. 

The Wassermann reaction was 4 plus. 
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PiGMENTARY Nevus INVOLVING THE REGION oF THE RIGHT FirtH Nerve. Pre- 
sented by Dr. HERMAN BEERMAN. 


H. R., a well developed Jewess aged 30, presents a bluish pigmentation of the 
right sclera and right portion of the face about the eye and below the ear. There 
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some bluish pigmentation of the hard palate. The condition was present 
as a bluish discoloration of the right sclera. When the patient was about 
pread to the periocular region. There were no associated symptoms of 
nial lesion, such as headache, visual changes or motor changes. Ophthalmo- 
examination gave unsatisfactory results without a mydriatic, but the 
of the eyes seemed extremely dark. The use of a cream to cover the 
was advised as a temporary measure, without satisfactory results. 
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DISCUSSION 

De. SIGMUND S. GREENBAUM: What evidence is there that the disorder is a 
ry nevus? Is it not possible that the patient had some silver instilled 
into the eyes as a prophylactic and that she has localized argyria? The pigmenta- 
tion on the roof of the mouth extends well beyond the midline. 

yk. HERMAN BEERMAN: The history contraindicates the theory that silver 
nitrate could be the cause of the disorder because until the patient was 14 the 
process was localized to the right sclera. When she was 14 the pigmentation 
spread until it reached the present stage. It seems unlikely that one eye should 
be involved as a result of instillation of silver nitrate into both eyes. It seems 
particularly improbable because of the widespread distribution and the peculiar 
limitation of the process to the region of the fifth nerve. 

Dr. Marton B. SuLzBercer, New York: I have never seen this type of nevus, 
but the distribution of the pigmentation certainly seems to correspond to that of 
the first two branches of the trigeminal nerve. 

Dr. Frep D. WempMan: I did not see the patient, but I gather that there 
is a nevoid state of some part of the optic tract or only of the eyeball. In any 
event, the disorder is connected with the nervous system, and cases are on record 
in which cutaneous nevi were associated with nevoid changes in the cerebrospinal 
meninges so severe as to produce symptoms of intracranial pressure (convulsions) 
and death. Certainly if there is a relationship of this nevus to the eye and to a 
particular nerve of the central nervous system (optic nerve), I think there is 


pigment 


a possibility of further ramifications. It might be worth while to make a spinal 
puncture to see whether there are pigment cells and melanogen in the fluid. 


SARCOMA OF ReticuLuM CELL Type. Presented by Dr. J. LAMAR CALLAWay, 
Durham, N. C., for Dr. Jonn H. Stokes. 


H. H., a woman aged 34, with an irrelevant medical history, states that approx- 
imately a year ago she noticed a purulent discharge from the right nostril; 
this was rapidly followed by the development of a fungating proliferative granulom- 
atous destructive lesion involving the nose and septum. This healed as a result 
of roentgen therapy. Three months later there developed an ulcerative lesion 
of the larynx, followed by involvement of the lungs, either pneumonic or meta- 
static. Roentgen therapy has been given, and there is improvement. 

The Wassermann reaction was negative. Cultures of material from the nose 
and sputum showed no fungi or significant bacteria. Studies of the blood revealed 
secondary anemia. The differential count was normal. Reports on biopsies were 
as follows: Material from the nose showed sarcoma of reticulum cell type; 
material from the larynx showed chronic granulation tissue; bone marrow 
aspirated from the sternum showed slight hyperplasia. 

Treatment has consisted of roentgen therapy to the chest and larynx. Improve- 
ment has resulted. 

DISCUSSION 

Dr. Joun H. Stokes: There is nothing to say about this case except that 
the result speaks for itself. There was a lesion of the nose easily confused with 
syphilis; it was treated for a time, during a therapeutic test. It is interesting 
that the woman has had a perfectly healthy child since the lesion developed. 
The response to irradiation has been extraordinary. A tumor of this sort is 
rare, and the case is interesting. 
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Dr. Frep D. WerpMAN: When I saw the patient quite a while ago the 
microscopic picture was that of a reticulo-endotheliosis, but it remained to pe 
shown whether it was local or generalized. Dermatologists must follow the leaq 
of erudite hematologists of today in the study of disorders of this kind. The 
lesion on the nose is only a part of the problem, and one must ascertain whether 
or not the patient suffers from a general systemic aleukemic reticulosis. The 
best way to solve the problem is to make biopsies of material from the lymph 
nodes and of bone marrow, particularly of material from the sternum. Dr. 
Kingery will read a paper at the next meeting of the American Dermatological 
Association emphasizing the necessity of biopsy of material from the sternum 
and of a study of the bone marrow in cases of this disorder. These examinations 
will make it possible to decide whether the lesion should be classified as locaj 
reticulosis or as lymphoblastoma. 


Lupus EryTHEMATosuUS. Presented by Dr. J. LAMAR CaLLaAway, Durham, NC. 
for Dr. Jonn H. STOKEs, 


M. G., a Negress, aged 38, says that two years ago she noted a small patch 
of alopecia over the vertex of the scalp; this spread to involve an area 10 by 
10 cm. in diameter. There is an irregular palm-sized patch of cicatricial alopecia 
characterized by the presence of patulous follicles containing keratinous plugs. 
There is no evidence of inflammation or pustulation. The patient’s general 
physical condition is good. She received twenty intramuscular injections of ethy! 
esters of chaulmoogra oil; from 1 to 3 cc. per dose was given twice a week, 
Slight improvement has resulted. 


Lupus EryTHEMATOSUS. Presented by Dr. Jonn H. Stokes. 


C. K., a woman aged 39, says that seven years ago a red patch developed 
on the forehead. Since then other lesions have appeared on the cheeks. There 
had been flare-ups associated with infections and emotional upsets. When the 


patient was first seen there were purplish indurated lesions, heavy scaling, mod- 
erate atrophy and follicular plugging over the forehead and left cheek. Serologic 
tests of the blood were negative, and the blood count was normal. Treatment 
has consisted of ten intravenous injections of gold sodium thiosulfate and 2 grairis 
(0.13 Gm.) of quinine three times a day. 


DISCUSSION 

Dr. Marion B. Sutzpercer, New York: Dr. J. Wolf, in Dr. Fred Wise’s 
service, has treated some patients with lupus erythematosus and sarcoid with 
the ethyl esters of chaulmoogra oil. The results are only fair; they are certainly 
not as good as results obtained with gold preparations and probably not as good 
as those obtained with bismuth, The drug causes local and general reactions 
and pain. 

Dr. Jonn H. Stoxes: The painful reactions and relative lack of response 
to the esters of chaulmoogra oil indicate that it is not a particularly satisfactory 
method of treatment. The second case illustrates what I believe to be an emotional 
background as an exacerbating influence or lupus erythematosus. This woman 
has an intercurrent asymptomatic syphilitic infection. Her children show no evi- 
dence of syphilis. She has had two severe exacerbations of lupus erythematosus, 
both of which were associated with emotional crises: one when she confronted 
a cesarean section as the termination of an unwanted pregnancy, and another 
when she learned that her husband was unfaithful. The present gratifying con- 
dition—practical involution of the process, which had stood out like huge purplish 
red plaques—has been accomplished by ten injections of gold sodium thiosulfate 
and administration of quinine three times a day. There have been no local appli- 
cations. A certain amount of smoothing out of the patient’s personal life may 
or may not be a factor. 
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Unus Form OF ERYTHEMA MULTIFORME (ErRos1o EcTropERMOSA PLUORIFICI- 

MuttiPLe Ketomws. Presented by Dr. J. G. CopeLanp for Dr. HEr- 
pert J. SMITH. 

Ww. C., a Negress aged 26 years, on April 6, 1936, experienced a burning 

of the lips and mouth, which became extremely sore and swollen. The 

was associated with headache. At the time of the first examination on 


sensat 


conditi¢ nl 


April 11, 1936, the lips were markedly swollen and crusted. The apposing mucous 


membranes of the lips at the left angle of the mouth were fused. The tongue could 
be protruded only with difficulty and showed on the dorsum and sides several areas 
of superficial erosion with surrounding erythema. In addition there were several 
areas of ulceration. There were patches of superficial erosion and erythema on 
the buccal mucosa. On the labia minora and on the clitoris there were several 
areas of superficial erosion and redness. There was burning on urination. On 
April 17 there was marked improvement. The patient had had two previous 
attacks in the past twelve months. Her father died of tuberculosis, and she had 
Pott’s disease of the fourth and fifth lumbar vertebrae in 1933 and underwent an 
Albee operation for spinal fusion in 1934. She also has latent syphilis. 

The blood count showed 5,680,000 red cells, 6,500 white cells and 75 per cent 
hemoglobin. A smear for Vincent’s bacillus gave negative results. 


DISCUSSION 


Dr. SIGMUND S. GREENBAUM: I agree with the diagnosis. A patient with a 
similar eruption due to bromoquinine came under my care only a week ago. Dr. 
Smith’s patient told me she had been taking a capsule called capudine for headache. 
She had taken two capsules shortly before the eruption developed. She does not 
recall having taken the drug previously. 

Dr. Marion B, SuLzBERGER, New York: This patient has a complete perfora- 
tion from the cheek through to the buccal mucosa with an isthmus that is main- 
tained at the angle of the lips. I have never seen such a lesion before. It is 
apparently not ordinarily seen in this disease. Its duration, I believe, is seven days. 

Dr. Hersert J. SmitH: .The picture has changed markedly in the past few 
days. The lips were enormously swollen and bleeding, and there were heavy 
crusts of dry blood. I did not notice the perforation. I do not know how long 
it has been present. 

Dr. SicmMuND S. GREENBAUM: The acute condition is undoubtedly erythema 
multiforme. 

Dr. JouN H. Strokes: I think that the borderline between these conditions 
in which there are oral and genital aphthae and erythema multiforme is narrow, 
and at times it is difficult to make a differential diagnosis. Drug eruptions can 
also produce pictures of this sort. I have observed a case in which phenobarbital 
produced repeated outbreaks in the mouth. Avitaminosis sometimes produces 
pictures of this sort, or at least, avitaminosis if large amounts of vitamin B are 
administered may be considered an etiologic factor since recovery occurs and the 
patient apparently remains well until he discontinues the use of vitamin B, when 
another attack soon occurs. I believe that the condition is due to allergic dis- 
turbances in the intestinal tract and that the lesions in the mouth are secondary 
to an outburst of an infection from an organism to which the patient is sensitive. 
I agree with Dr. Sulzberger that there is a pinhead perforation through the com- 
missure on the left side of the mouth, and there is a lesion on the inside which 
looks as if it extends to the outside. I do not think that there is a perforating 
ulcer of the cheek, but I should not be surprised if the damage had been done in 
some previous attack. I know that these aphthae have sometimes a markedly 
destructive and cicatrizing result. I should not be at all surprised if the process 
ultimately gave rise to a complete perforation followed by healing. 

Note.—The apparent perforation was due to adherent secretion and disappeared 
when the erythema multiforme cleared up. 
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ACRODERMATITIS PERSTANS; SCROTAL TONGUE; ERYTHEMA MIGRANS. Presented 


by Dr. Sicmunp S. GREENBAUM. 

J. L., a youth aged 17, presents under the nails of both hands pockets cop. 
taining pus which, when opened, discharge a little white pus and serous material, 
The nails are thin and soft, and in many small areas they have broken down. The 
process is limited to the finger-nails; both hands are involved. Paronychia j, 
present on the fingers of both hands. Eleven years ago the patient fell and injureq 
the nails of both hands. This was followed by redness and swelling of the fingers 
Beneath the nails were pockets containing pus which later broke down and dis. 
charged a yellowish pus. Since then the condition has cleared up and recurred 
irregular intervals. 

Smears were made on three occasions; on the first two they gave negatiy, 
results; the last culture showed Staphylococcus albus. Treatment has consisted 
of three or four injections of a vaccine prepared from Staph. albus from the 
culture killed with gentian violet. Some improvement in the tendency to paro- 
nychia and pus formation has resulted. The patient likewise has an erythema 
migrans superimposed on a scrotal tongue. 

DISCUSSION 

Dr. SicgmMuNnD S. GREENBAUM: This patient was presented last month, and 
there was a question about the diagnosis. The lesion was scraped and material 
was cultured, but the results were negative. On a subsequent occasion Staph. 
albus was observed in smears from the pustules which had been forming under 
the soft preeggshell-like type of nails. The organisms were cultured and killed 
with a 1: 200,000 solution of gentian violet. The organisms in the vaccine were 
killed not by heat or by a chemical antiseptic but by a dye; it was hoped that 
an antigen would be obtained that would be both antibacterial and antitoxic in 
the highest sense. In two previous cases of acrodermatitis perstans Dr. Klauder 
and I had been able to clear up the disorder by the use of a vaccine, not of the 
same kind as that used in this case but one which had not been subjected to 
excessive heat. Curiously today we found that after three injections of the bacterin 
prepared with gentian violet there is an absence of the pustules that have been 
appearing during the past five weeks. Dr. Corson at the last meeting recalled 
that this patient had been presented at a meeting some years ago, and at that 
time Schamberg had diagnosed the general cutaneous condition as dermatitis 
vegetans. The photographs submitted, however, suggest pustular psoriasis. 

Dr. Epwarp F. Corson: The boy has no recollection of when these pictures 
were taken, but from the background I should say that he was apparently about 
6 or 7 years old at the time. He then had a marked generalized eruption, of which 
he now has no recollection; there were plaques on the backs of the calves, and 
the crusted eruption was present all around the trunk. As Dr. Greenbaum pointed 
out, the eruption looked much like pustular psoriasis, but Dr. Schamberg made the 
diagnosis of dermatitis vegetans. 

Dr. Marion B. SutzBercer, New York: When I saw the patient this evening 
I thought of the possibility of a paronychia congenita described by Jadassohn 
and Lewandowsky—the condition described by Dr. Cole as dyskeratosis congenita 
—on account of the appearance of the nails and the lesions cn the tongue. 


INOCULATION TUBERCULOSIS OF THE SKIN, FROM FINGER OR StooL. Presented by 
Dr. Joun H. SToKEs. 

W. H. F., a man aged 47, for the past four years has had a patch of superficial 
dermatitic lesions somewhat arciform in configuration involving the perianal region. 
The lesions are refractory to treatment. The patient was presented in 1932 as 
exhibiting a resistant eczematoid dermatophytosis around the anus. He disappeared 
from observation and returned three years later. In the interim he had a pul- 
monary hemorrhage and was treated for tuberculosis in a sanatorium. The lesions 
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more indurated. Biopsy showed tuberculous architecture with typical 


were : 
throughout the corium. 


tuberc!: 
DISCUSSION 

Dre. Joan H. Stokes: When this patient was presented in 1932, a member 
ted that a 10 per cent solution of mercurochrome be used on what appeared 
ermatophytid at the anus. This suggestion was carried out, and the patient 
promy disappeared from observation. The next time he was seen he had just 
returned from a three or four months’ stay at a sanatorium to which he had gone 
suffering a pulmonary hemorrhage. That was the first intimation that he 
berculous and probably had open tuberculosis. That led me to suspect 
disorder was comparable to that of some of the patients I had seen at 
the St. Louis Hospital in Paris, France, namely, anal tuberculosis resulting from 
inoculations on the site of other types of lesions, and I made a therapeutic test by 
treating the apparent dermatophytosis with lens under pressure. This cleared 
up the lower half of the lesion. This was the first type of treatment that had 
any therapeutic effect. Then I decided to make a biopsy; the sections, which 
chow tubercles, are presented. The indurated condition at the present time, I 
think, is the result of a dissemination of the tuberculous process into the deeper 
tissues, and I foresee that I shall have considerably more difficulty in clearing 
up the upper, indurated, portion of the lesion than I had before. From time to 
time the mycotic fissure between the two buttocks extends up into the cleft; this 
woests that there was a dermatophytosis at the site of inoculation of the tubercle 
bacillas 

Dr. Marion B. SuLzpercer, New York: Clinically this lesion has an appear- 
ance which suggests a presumptive diagnosis of tuberculosis, and I think that in 
many cases of lupus the genesis is external inoculation; in this case inoculation 
probably was through the stool. There are many cases of lupus of the buttocks 
in children in the Mohammedan countries and in the tropics, where the practice of 
squatting in the streets prevails. Dr. Blumenthal recently brought that out in a 
paper which he read. Many cases of lupus of the face are undoubtedly instances 
{ inoculation in persons who have or have had a tuberculous focus, not necessarily 
an active focus, elsewhere. Dr. Stokes will understand what I mean when I say 
that this is not a primary complex of the skin but a superinfection from outside. 
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Dr. Frep D. WerpMAn: It is known that lymphogranuloma venereum too 
sometimes shows a tuberculoid architecture histologically. Of course, in this case 
there are several clinical circumstances which eliminate the diagnosis of lympho- 
granuloma venereum. In general, though, one should not jump to conclusions 

ut a diagnosis simply from a tuberculoid architecture, particularly when dealing 


h lesions about the anus. 


\ Case For DracGnosts. Presented by Dr. Jonn H. Strokes. 


W. C., a man aged 31, presents over the forehead, chin, cheeks and neck a 
patchy, reticular dark pigmentation with some atrophy. ‘The follicles are dilated 
and contain hyperkeratotic plugs. There is minimal telangiectasia. The scalp 
shows moderate seborrhea. There is a vagotonic flush. The patient had scarlet 
fever followed by mastoiditis at the age of 15. Except for that, his health has 
been good. A year ago a brownish pigmentation developed on the left portion 


Ss 


of the forehead; this faded during the summer but reappeared in the fall and 
became progressively darker. 
DISCUSSION 

Dr. Joun H. Stokes: This case is extremely interesting. The patient looks 
much better, I think, than when he was first seen. At that time his face was of 
a dusky, livid hue; there was a certain amount of edema, and definite follicular 
plugging and dirty pigmentation were present. In fact, the patient’s chief com- 
plaint was that in his business his patrons were beginning to ask him why his 
face was dirty. There were no systemic disturbances, and I was at first nonplussed 
as to the diagnosis. Then Dr. Callaway called my attention to the condition 
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described by Kinnear (Brit. J. Dermat. 47:191 [May] 1935), in which there was 
a combination of Riehl’s melanosis and Civatte’s reticular poikiloderma, and it seemed 
as if this patient’s condition fitted into that category. I treated him on the assump- 
tion that he had something approaching erythematous lupus and gave him quinine. 
At first there was no response, but I think that members who have seen him seyera| 
times now recognize that at present there is a decided response to moderate doses 
of quinine. At any rate, the erythema is much less marked, and the forehead 
can be wrinkled easily whereas before it was distinctly edematous and gaye 4 
distinctly infiltrated feel; the patient has relatively much less edema than he had 
before he took quinine. Practically nothing is left but pigmentation and a little 
follicular plugging. The pigmentary character fits in with a diagnosis of Rieht’s 
melanosis. It is obvious that material for a biopsy cannot be obtained from the 
involved sites. If the process had extended to the neck a biopsy might have been 
made. 

Dr. Marion B. SutzpercerR, New York: I thought it was the consensus that 
the terms Riehl’s melanosis and Civatte’s poikiloderma were synonymous. | 
observed several cases of Riehl’s melanosis in Hamburg, Germany, several years 
ago. In some cases Riehl’s melanosis has been demonstrated to be caused by 
external factors, namely by impure greases and oils of a certain type which haye 
not been ingested but have been locally applied. War melanosis, the grease 
melanosis which occurred in Germany at a time when poor substitutes for butter 
were being ingested, was attributed to these substitutes. Similar conditions were 
due to the poor petrolatum that was used in face creams in Germany during 
and immediately after the war, so much so that after the war German physicians 
prescribed pure American petrolatum (“vaselinum americanum flavum”) in order 
to avoid these melanoses, and many of the German dermatologists still prescribe 
that kind of petrolatum. That is all I know about the possible genesis of such 
a melanosis. I agree with the diagnosis of melanosis of Riehl or poikiloderma 
of Civatte in this case. I think that poikiloderma is more inclined to affect the 
sides of the neck and the anterior portion of the chest. This patient exhibits the 
typical reticular pigmentation and the plugged follicles which are characteristic 
of the diseases. 


PEMPHIGUS VEGETANS. Presented by Dr. L. E. ANnperson for Dr. Joun H. 
STOKES. 


Y. W., a woman aged 25, who has always been in good health, presents on the 
lips, hard and soft palate, umbilicus and vulva many denuded areas with bullae. 
The lips and umbilicus exhibit a marked pyogenic aspect. The right thumb shows 
extensive dermatitis repens with oozing, crusting and peripherally extending derma- 
titis with undermined borders. Three years ago bullous lesions developed in the 
mouth; these were followed by similar lesions on the lips, groin, vulva and 
umbilicus. In spite of much treatment the patient has never since been free from 
lesions. Four months ago after she sustained trauma there developed pyogenic 
dermatitis of the right thumb, which extended and has been refractory to treat- 
ment. Serologic tests of the blood were negative; the staphylococcus titer was 
0.64 unit per cubic centimeter; the Pels-Macht test showed a phytotoxic index 
of 53. 

Treatment has consisted of intravenous injection of methylthionine chloride 
U. S. P. (methylene blue), of germanin and of iron cacodylate and of administra- 
tion of viosterol (1,000,000 U. S. P. units of vitamin D daily), liver extract, solution 
of potassium arsenite and vitamins A, B, C and D. Ultraviolet irradiation and 
local application have also been used. 


DISCUSSION 


Dr. Jonn H. Stoxes: The diagnosis of pemphigus was made by Dr. Fred 
Wise, and at the time I saw the patient she had received practically every known 
form of treatment for that disease. She has taken viosterol (1,000,000 U. S. P. 
units of vitamin D per day) ; she had four injections of germanin, which produced 
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nephrosis; then she was given a minute dose as a fifth injection, and that she 
tolet ‘ed satisfactorily. She says that she improved remarkably as a result of 
treatment with germanin. The interesting thing is that she has what would pass 
for dermatitis repens of the thumb. She also has fungous vegetative lesions which 
are like lesions of pemphigus vegetans. Because of the apparently pyogenic char- 
acter of the lesion on the thumb the staphylococcus titer was determined, and it 
was found to be much below average, 0.64 unit per cubic centimeter. That is 
almost the lowest titer observed in a considerable series of cases, and because of 
this the patient was given a staphylococcus toxoid. She has had three injections, 
and I believe that she is beginning to show some improvement. I think, however, 
that the staphylococcus is a secondary factor in the pemphigus lesions. She has 
had two or three erosions, but there is no hoarseness, and in my opinion the diag- 
nosis is pyogenic dermatitis of undetermined character associated with probable 
pemphigus. 

Dr. SicmMUND S. GREENBAUM: I saw this patient four or five years ago. She 
then had papillomatous lesions on the vulva, around the umbilicus and in the 
mouth. I made the diagnosis of pemphigus vegetans. Recently Dr. Richard Weiss, 
who was treating a patient with this condition, told me that he effected a cure by 
extremely high doses of vitamins A and D. The lesions on the hand, when no 
consideration is given to the previous history, certainly do not suggest pemphigus 
vegetans. When one considers the history, however, there can be no question as 
to the diagnosis. 

Dr. ABRAM STRAUSS: I have seen this patient when she had an attack of 
pemphigus with definite bullae on the scalp, on the vulva and on the inner parts 
of the thigh; in one attack there were definite lesions in the throat and edema. 


Dr. SicmMuUND S. GREENBAUM: I do not know how many of the members 
have tried Coley’s fluid in cases of pemphigus. In my experience, patients invari- 
ably grow worse after the second or third injection of such a nonspecific prepara- 
tion, and then if treatment is discontinued there is a tendency for them to recuperate 


rapidly and to progress to a point well above their previous physical state. 


ACTINOMYCOSIS OF THE LEFT SIDE OF THE Face AND NECK. Presented by Dr. 
Maurice Brown for Dr. B. L. Kaun. 


G. K., a man aged 21, first noticed a swelling at the angle of the left mandible 
about four weeks before admission to the hospital (March 1, 1936). The area 
became red and indurated and seemed to spread down the left side of the neck. 
One of the lesions broke down and has been discharging a yellowish material 
since. No pain was present. The patient was cutting a “wisdom tooth” on that 
side. At present there is an almond-sized red area with a central discharging 
sinus at the angle of the left jaw. A dime-sized red area is located anteriorly 
to this. The entire left side of the neck is the site of woody induration, and 
there are three or four red areas the size of a 25 cent piece, with small round 
central discharging sinuses. The patient had measles and mumps when he was a 
child and colitis in 1935. He has a schizoid personality bordering on dementia 
praecox. The medical examination gave essentially normal results except for 
the fact that the lower left second molar tooth was abscessed. The urine was 
normal. The blood count showed 4,000,000 red cells, 10,800 white cells and 
12 Gm. of hemoglobin. The results of the differential count were as follows: 
polymorphonuclears, 73 per cent; lymphocytes, 17 per cent; monocytes, 8 per cent; 
eosinophils, 1 per cent, and basophils, 1 per cent. The Kahn test was negative. 
The sugar content of the blood was 77 mg. per hundred cubic centimeters, and 
the urea nitrogen content was 12 mg. Smears of pus showed actinomycetes, and 
culture of pus showed Streptococcus viridans, Staphylococcus albus and pneumo- 
cocci. Roentgenograms showed no pathologic changes in the bones, but an abscess 
was present at the base of the lower left second molar. Treatment has consisted 
of potassium iodide, the dose being increased from 1 Gm. to 3 Gm. three times 
a day. Slight improvement has been noted. 
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DISCUSSION 


Dr. Frep D. We1pMAN: Is there a definite adenopathy That is one of the 
commonly cited points in differential diagnosis. 

Dr. B. L. Kann: Yes, there is. 

Dr. Frep D. WeIpbMAN: That is unusual. Usually in actinomycosis there js 
no adenopathy. 

Dr. Joun H. Stokes: One must remember that the diagnosis was based on 
results of examination of the smear. Of course, I am not a mycologist, and I do 
not know to what extent one ought to rely on a diagnosis of actinomycosis based 
on smears, but at the Mayo Clinic my co-workers and I observed a series of cases 
of this disorder in which culture resulted in a growth of Streptothrix and Nocardia, 
and the condition was characterized by superficial involvement, absence of changes 
in the bones and the presence of lymphadenopathy. 

Dr. Frep D. WetpMaNn: That is the reason I asked Dr. Brown privately 
whether the organisms had been demonstrated, because smears are not suitable for 
demonstrating the ray fungi, and if only smears were examined in this case | 
doubt that the ray fungus was demonstrated. It seemed to me also that there 
is an enlargement of the malar bones. Seldom do patients exhibit the bony hyper- 
plasia seen in lumpy jaw in the cow, for example. When human beings have 
actinomycosis the condition is mostly a periostitis or an actinomycosis of the soft 
tissues round about. Of course, that point, too, is against the diagnosis of 
actinomycosis in this case. I think that further studies should be made. 


Eruption Due To BismutH. Presented by Dr. CLremMeNnt Counter for Dr, 
THOMAS BuTTERWORTH, Reading, Pa. 


J. I, a Negro aged 47, after thirteen injections of bismuth subsalicylate in 
doses of 2 cc. each week, had an eruption consisting of slightly elevated scaling 
lesions from the size of a dime to that of a 25 cent piece located chiefly around 
the trunk at the level of the lumbar vertebrae. Two lesions also were noted 
on the left shoulder, and there were numerous pea-sized nonscaly papular lesions 
in both axillae. All the lesions were slightly ovoid. The mouth showed a 
black line on the gums. On Feb. 12, 1936, the lesions had increased in number. 
The patient suffered from itching and sensations of cold. On February 22 he 
entered the hospital, where he remained for six weeks. When he was discharged 
his condition was the same as it is at present. In 1917 the patient had a sore on 
the penis, which lasted two months. It was not painful, and he received only local 
treatment. The diagnosis of gastric syphilis was made in October 1935, and anti- 
syphilitic treatment was begun immediately. Serologic tests gave the following 
results: complement fixation test, 444; Kahn test, 444; Eagle test, positive. Scales 
from the scalp, body and areas between the toes were examined with potassium 
hydroxide for fungi, but all the results were negative. Administration of bismuth 
was discontinued, and soothing baths and lotions were prescribed. Improvement 


has resulted. 
DISCUSSION 


Dr. THoMAS ButTerwortH, Reading, Pa.: This patient presents an eruption 
due to bismuth occurring after thirteen injections of the drug. After the eruption 
developed it was discovered that he had tinea of the toes, and I wish to ask 
Dr. Stokes whether he holds the same theory about tinea and eruption due to 
bismuth as about tinea and eruption due to arsenic. 

Dr. Joun H. Stokes: I have no real evidence to offer, but I believe I have 
seen flare-ups of fungous infections accompanying bismuth therapy and the appear- 
ance of what my co-workers and I thought might be mycotids in conjunction with 
such flare-ups, and I mentioned one or two cases of such disorders in a report 
published in the British Journal of Dermatology and Syphilis. I feel that probably 
sooner or later one will discover that the flare-ups resembling pityriasis rosea 
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| by the administration of bismuth are related to the mycotic flare-ups 
ed with administration of arsphenamine. Dr. Beerman, I think, observed 
of similar association in his work on leather dermatitis in connection with 
; of the feet. He observed a case in which bismuth was apparently respon- 
r a flare-up of the mycosis and the subsequent appearance of a mycotid. 


a Ca 


myc 


sible 


[ do not think that at the present time it is possible to make a differential diag- 
ni n clinical grounds between mycotids, phytids and similar conditions with any 
degree of infallibility. I think that a good deal of the talk about the presence 
of fungi in lesions on the feet is worthless. I may be a crude and incompetent 


mycologist, but I have seen so many kinds of fungi grow from material from 
feet under so many types of clinical circumstances that I am profoundly distrustful 
of the demonstration of fungi in material from surfaces of the body for diagnostic 
purposes. I think that culture is the court of last resort and that it is of doubtful 
value at that. 

Dr. Marton B. SuLzBercer, New York: Dr. Stokes has expressed what I 
have always tried to emphasize, but has done it much better, more powerfully 
and more vehemently than I. I think that it is still impossible to make a diagnosis 
as to the etiologic agent and as to the pathogenesis of many of these presumptive 
id eruptions. The positive results of test injections of the trichophytin extract, 
the microscopic observation of the fungus in a focus on the feet or elsewhere, the 
lack of demonstration of the fungus in a lesion which is presumed to be an id 
and the cultural demonstration of the fungus in a distant focus—none of these is 
sufficient scientific proof that the dermatosis under investigation actually is a 
dermatophytid. For the reasons which Dr. Weidman so ably expressed many 
ears ago (ArcH. Dermat. & Sypn. 15:415 [April] 1927) no absolute diagnosis 
s as yet possible. 


\ Case For Dracnosis. Presented by Dr. Apram Strauss. 


M. W., a man aged 42, presents from eight to ten irregular sharply marginated 
white macular lesions on the forehead. The lesions have been present for three 
vears. They stand out in contrast to a surrounding erythematous zone. The 
lesions do not itch; they have never disappeared. 
DISCUSSION 

Dr. ABRAM StrAuSS: Unfortunately this patient has just come back from the 
West Indies, and it seems that each time he suffers a severe sunburn the lesions 
begin to disappear. They have been fixed for a little over three years. They 
always have the same appearance except when he gets excited or leans over, 
when they stand out almost like urticarial lesions. They present this white appear- 
ance at all times. 


Dr. SIGMUND S. GREENBAUM: Were the lesions ever pink? 


Dr. ABRAM StrAuSS: No, they have always been pure white, just as they are 
tonight. 

Dr. Joun H. Stokes: Dr. Sulzberger and I reached the same conclusion in 
this case, namely, that the disorder is the VOrner type of naevus anaemicus. The 
test which Dr. Fred Harris used to employ was to apply a piece of ice. That 
causes the surrounding skin to turn a brilliant red while the individual lesions 
remain absolutely white, so that they stand out against the extremely red back- 
ground. These lesions are most commonly seen on the flanks, and they have the 
circinate border and the perfectly white centers which are quite easy to recognize 
if one looks for them. There is no effective treatment. 


Dr. SicmuND S. GREENBAUM: There is a prominent dermatologist in this 
town who has a naevus anaemicus which he is fond of showing. It does not look 
anything like the lesions which this patient presents on the forehead, namely, from 
six to eight white dime-sized lesions which when palpated have an atrophic feel 
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I should be much interested in knowing whether or not the microscopic examina- 
tion would show real atrophy. I suggest the clinical diagnosis of macular atrophy, 


Dr. Epwarp F. Corson: I could not feel any depression or atrophy, and | 
came to the conclusion that the disorder is vitiligo, in spite of the foundation 
for the diagnosis of naevus anaemicus. The darker border, the situation and the 
mode of onset suggest vitiligo. 


Dr. Marion B. Sutzpercer, New York: I think that Dr. Strauss has made 
almost all the tests to prove that the disorder is naevus anaemicus; the location, 
however, is atypical. These nevi may appear anywhere. I have often seen them ip 
scattered spots. They are a part of Recklinghausen’s disease; they are frequently 
associated with that condition. I could not palpate any difference in the consistency 
of the involved skin and the surrounding area; hence on assumption and on the 
basis of the evidence presented by Dr. Strauss I should make a diagnosis of naeyys 
anaemicus in an atypical site. 


Dr. SicmuND S. GREENBAUM: Unless one assumes that naevus anaemicus 
can develop late in life, one would find it difficult to explain two lesions on the 
side of the face that have recently deveioped. 


Dr. Frep D. WerpMAN: I did not have a chance to palpate these lesions, but 
I thought there was a faint yellowish cast to them, and it seemed to me that 
they were definitely elevated above the skin. I realize that there was not the 
definite violaceous border of morphea around them, but there was at least an 
erythematous zone. They are rather symmetrical, appearing in a cluster of four 
on one side and in one of five or six on the other. I believe that the disorder 
is morphea. It is known that right in the middle of the forehead there does 
appear a form of scleroderma (scloroderma en coup-de-sabre) which is sometimes 
congenital. From the discussion there is a nevoid factor in the situation. Nevi 
often develop late in life. I suggest the diagnosis of morphea. 
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A Case For Diacnosis. Presented by Dr. Greorce H. BELote. 


S. D., a man aged 44, a roentgenologist, born in America, presents a general- 
ized eruption of three years’ duration. The past history is unessential. Two 
uncles of the patient had hypertension. The first lesion was a dime-sized purpuric 
macule on the left shin, accompanied by prickling sensations. Two days later 
approximately a dozen new lesions of the same nature appeared. These were 
accompanied by marked gastric hyperacidity. Roentgen examination of the gastro- 
intestinal tract and of the gallbladder gave negative results. One week later the 
eruption spread to the other leg and to one arm. The hyperacidity continued. 
Since then the eruption has spread gradually, remissions and exacerbations 
occurring. 

The eruption is apparently worse when the resistance is low. It is generalized 
and spares, for the most part, the hands and face. It appears as plaques varying 
in size from that of a 5 cent piece to large confluent areas, which are three or 
four times the size of the palm. The color is a peculiar reddish bronze and is 
accentuated by small telangiectatic and purpuric areas. There is little scaling 
The skin over the plaques has a wrinkled, atrophic appearance. Physical exami- 
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gave essentially negative results except for extra systoles. The lymph 


nati : - i i > 
in the inguinal region are the only ones which showed appreciable 


glan 
enlargement. 

The blood pressure was 105 systolic and 78 diastolic. The urine was normal. The 
blood count showed an increase in the percentage of monocytes and a suggestion 
of lymphoid hyperplasia (Isaac’s). At various times mild polycythemia was 
noticed. The biopsy report showed Schamberg’s disease. Two teeth were 
extracted, as they were suspected of being the focus of infection, and various 


diets have been used without benefit. 


DISCUSSION 

Dr. Georce H. Betote: I have seen this patient on numerous occasions; 
when I first saw him the eruption was confined to the lower portion of the legs. 
The lesions were annular and showed hemorrhagic points, and my first impres- 
sion was that the disorder was Majocchi’s disease. I have considered the diag- 
nosis of Schamberg’s disease, but I feel that the distribution is unusual for that 
condition. The biopsy specimen, however, was said by Dr. Michelson, of Minneap- 
olis, to show Schamberg’s disease. All who have seen the patient consider the 
disorder to be an unusual example of Schamberg’s disease. My reason for pre- 
senting him today is to see whether any of the members would identify the dis- 
order with the purpuric lichenoid eruption described by Gougerot and Blum. 

Dr. LorEN W. SHAFFER: I think that the condition probably is Schamberg’s 
disease with an unusually extensive and peculiar distribution. 

Dr. A. R. Woopsurne, Grand Rapids, Mich.: I reviewed the literature on 
Schamberg’s disease about a year ago and found that there have been reported 
cases of this disease in which the eruption spread up the legs and even onto the 
abdomen. Dr. Schamberg himself stated that in some cases of extensive involve- 
ment the eruption would extend over the abdomen. 


XANTHOMA DIABETICORUM OF LINEAR Type. Presented by Dr. Georce H. BELOorE. 


W. M., a Jewish peddler aged 59, born in Russia, presents an eruption confined 
to the arms, the sides of the neck and the back. The lesion consists of a 0.5 cm. 
linear band forming an irregular oval configuration enclosing an area of normal 
skin the size of the palm. The linear band is dully erythematous and presents a 
waxy, yellow color on pressure with the diascope. There are no areas of anes- 
thesia or hyperesthesia. The history states that the patient had uncontrolled 
diabetes for at least four years. 

The present illness began about ten years ago on the dorsal aspect of the 
right hand, and from there it spread to include both arms, the back and the sides 
of the neck. The lesions have been present continuously since they first appeared. 
There are no subjective symptoms, and no therapy has been given. The urine 
contained a large quantity of sugar. The dextrose tolerance was increased. The 
Kahn reaction was negative. Two examinations of the blood serum revealed no 
increase of the fat content. Staining of a biopsy specimen with hematoxylin and 
eosin gave unconclusive results; staining for fat with osmic acid, however, showed 
the picture of xanthoma diabeticorum. 


DISCUSSION 

Dr. H. J. ParKuHurRsST, Toledo, Ohio: I felt that the disorder might be exten- 
sive granuloma annulare; however, the biopsy proved it to be xanthoma diabeti- 
corum, 

Dr. Georce H. Berore: When I first saw the patient I considered the diag- 
noses of granuloma annulare and leprosy, but the biopsy definitely proved that 
the disorder is xanthoma diabeticorum. 

Dr. LoreEN W. SuHarrer: My first impression was that the disorder was 
erythema perstans. I feel that the evidence offered by the biopsy will have to 
be accepted. 
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CALcINOSIS. Presented by Dr. Georce H. BExore. 

A. G., a youth aged 17, born in the United States, complains of progr. sively 
increasing weakness and loss of weight. The past history is essentially irrelevant 
When I first saw the patient at the department of neurology of the University 
Hospital, Ann Arbor, Mich., he stated that seven months before admission he 
became extremely tired and slept for four or five days. He was unable to arise 
from a sitting or lying position. The examination at that time revealed an snder- 
nourished but fairly well developed boy of 14. There was atrophy of the muscles 
of both shoulder girdles and of both arms. The hands were slightly swollen, 
The tendon reflexes were approximately normal. Pressure on the achilles tendon 
caused acute pain. 

Since that time the syndrome has been progressive. Contracture of varioys 
muscle groups has been noted, and approximately a year ago plaques appeared 
in some of the muscles. The skin of the entire body shows atrophy, wrinkling 
and a peculiar mottling ; the mottling is most marked on the face, neck and 
abdomen. The skin is soft but gives the impression of a senile condition. Under 
the skin there are at various places on the body, apparently in the muscular 
structure, hard circumscribed plaques of various sizes, and the muscles in general 
have a firm inelastic feel. In most of the muscles the ability to contract or flex 
seems to have been lost. A few of the plaques have broken down and discharged 
through the skin, leaving small chronic ulcerations which ultimately end in scar 
tissue. 

The inorganic phosphorus content of the blood was 4.6 mg. per hundred cubic 
centimeters, and the serum calcium content was 9.5 mg. The Kahn test and 
examination of the blood and urine gave normal results. Roentgen examination 
revealed calcinosis of the soft tissue and osteoporosis of the bones of the thoracic 
cage. A biopsy showed chronic interstitial myositis. 

DISCUSSION 

Dr. A. R. Woopsurne, Grand Rapids, Mich.: I believe that the calcinosis 
is secondary and that the type of cutaneous reaction classifies the disorder as 
typical dermatomyositis with calcification. There are no true areas of scleroderma. 
I have a patient with a similar disorder whom I have treated with mixed glandular 
therapy, intravenous injections of typhoid vaccine and oral administration of cod 
liver oil without avail. I should appreciate any suggestions as to therapy. 

Dr. LoreEN W. SHAFFER: I have a patient with a somewhat similar disorder 
on whom I have used mixed types of glandular therapy, including pancreatic 
extract. My patient has remissions and relapses. 


Dr. ArTHUR E. Scuitter: I suggest trying hyperpyrexia in this case. 


Dr. Georce H. Berore: I agree that the disorder is probably primarily 
dermatomyositis and that the calcinosis is secondary. 


PAPULONECROTIC TUBERCULID. Presented by Dr. Grorce H. BELote. 


Lupus Pernio. Presented by Dr. Georce H. BE ore. 


L. H., a farmer aged 34, single, born in the United States, presents red areas 
on the nose and ears. The past history is irrelevant except for the fact that the 
patient had a penile sore in 1921 which was diagnosed as syphilis on the basis 
of results of dark field examination and treated with seven injections of arsphen- 
amine and several courses of mercury inunctions. The patient has never had any 
symptoms of pulmonary tuberculosis, and serologic tests made after he received 
antisyphilitic treatment have given negative results. 

The disease first appeared in 1928, at which time the right ear became red. One 
and a half years later a small red spot appeared on the left cheek, and another 
developed on the left ear. Throughout a period of three years the lesions have 
gradually increased in size, and similar lesions have appeared over the hands and 
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vhen the patient was first seen the lungs were normal; however, roentgen- 

made in 1935 and 1936 showed active pulmonary tuberculosis at both 

ut no evidence of cavitation. On the nose, cheeks, ears, hands and feet 

sh red plaques of various sizes showing dilatation of the follicles but no 

»flammation. These lesions vary in consistency, those on the face being 

oy and those on the extremities firm. The Kahn test, examination of the 

and the blood count gave negative results. Roentgen examination showed 
iry tuberculosis. 

DISCUSSION 

Dr. Georce H. Berore: Another condition which, I feel, should be considered 

:fiyse sarcoid. The patient has definite signs of pulmonary tuberculosis, and 

logic picture is that of superficial tuberculosis and is not characteristic 


1 hict 
the hist 


of sarcoid. 
HypertropHic LicHEN PLaNnus. Presented by Dr. Greorce H. BELore. 


GuamMA OF THE Nose; TuBercutosis. Presented by Dk. Georce H. BeEtore. 


F. W., a married woman aged 35, a housewife, born in the United States, 
presents a lesion of the nose. The past history is irrelevant except for the fact 
that for six months the patient suffered from a productive cough, fatigue, night 
sweats and loss of weight. Beginning last September she noticed a purulent 
discharge from the nose. For the past three or four months the lesion has become 
steadily worse, and swelling and redness of the nose and upper lip have developed. 
\ diagnosis of lupus was made. The patient suffers from syphilitic aortitis, 
and a week ago a diagnosis of pulmonary tuberculosis was made. 

[here is a lesion involving the mucous membrane, the skin of the end of the 
nose and the upper lip. There is a perforation of the septum associated with 
marked crusting. The surface of the skin shows a dully erythematous lesion 
with some nodule formation. The borders of the cutaneous lesions are not particu- 


larly characteristic, but on the upper lip there is some tendency to crescentic 
configuration. The Kahn reaction was 4 plus; the spinal fluid was normal. No 
acid-fast bacilli were observed in the sputum. Biopsy of material from the nose 
revealed tuberculosis. Intramuscular injections of a bismuth preparation and 
intravenous injections of neoarsphenamine brought about marked improvement. 


DISCUSSION 


Dr. GeorceE H. Betote: I wish this patient could have been presented two 
weeks ago, for at that time the lesion of the nose was certainly different from 
what it is now. It has almost completely disappeared as a result of treatment 
with neoarsphenamine. 

Dr. ArtHUR E. Scuitter: I saw this patient in Detroit about a month ago. 
She had a large bulbous lesion on the nose and associated pulmonary tuberculosis, 
and I made a tentative diagnosis of lupus vulgaris. I did not see her again. The 
results from as small a dose of neoarsphenamine as she has received are remarkable. 


Dr. Georce H. Betote: I think the disorder will end up as healed syphilis and 
active lupus vulgaris. I feel that at present the lesion on the nose is lupus. 
Ordinarily lupus vulgaris responds to large doses of neoarsphenamine but not to 
small doses as in this case. 


Naevus Sprtus. Presented by Dr. Greorce H. BeEtore. 


B. M., a boy aged 12, born in the United States, complains of bleeding from 
the rectum and of increasing weakness. The past history is irrelevant, but it is stated 
that in 1929 the child gradually became weak and tired. Brownish spots appeared 
on his face and neck, lasting about two weeks and then disappearing. Epistaxis 
and tarry stools have been present occasionally. The bleeding time and the clot- 
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ting time were normal. Large doses of iron have been given. The child j; 
emaciated and subacutely ill. He presents a number of lesions, particularly op, 
the face, which look like ordinary lentigines. The mucous membrane of the mouth 
shows several areas of venectasia. Studies of the blood gave normal resyjts 
except for the fact that they showed secondary anemia. The Kahn test, urinalysis 
and roentgen examination of the gastro-intestinal tract gave negative results, A 
proctoscopic examination has been made. 


DISCUSSION 


Dr. Georce H. BeLote: This is an unusual and unique disorder, and I asked 
Dr. Blumenthal to bring over the Handbuch, in which the case presented py 
Foerster at one of the clinics in Vienna, Austria, is recorded. , 

My co-workers and I first saw this patient about five years ago. There has 
been no change in the condition since then. I think xeroderma pigmentosyn 
would be the natural diagnosis at first glance, but I think that this can be ruled 
out because there is no atrophy or degeneration of tissue. There are also lesions 
on the mucous membranes of the lips and inside of the mouth. Five years ag 
this patient came to this hospital because of intestinal bleeding, and it is my 
feeling that he has multiple nevi scattered throughout the intestinal tract and that 
these cause the bleeding. In other cases reported in the literature there was 
intestinal bleeding. I also feel that some of the lesions on the lips and buccal 
mucosa are enlarged blood vessels. A biopsy has not been made. 


TERTIARY SYPHILIS WITH AMYLOID Deposits IN THE Eye ips, Lips, Toncue, 
PHARYNX AND LARyNx. Presented by Dr. Grorce H. BELore. 


N. H., a tailor aged 56, born in Germany, complains of a sore tongue. The 
patient acquired syphilis many years ago. He came to this clinic in 1921, at 
which time a diagnosis of tertiary syphilis of the tongue was made. He was 
given a long course of treatment with arsphenamine, inunctions of mercury, intra- 
muscular injections of a bismuth preparation and iodide therapy before 1925, at 
which time he returned to the clinic suffering from jaundice. The tongue at this 
time revealed some thickening but no ulceration. He was seen at frequent intervals 
from that time until January 1931, at which time the first biopsy was made. This 
biopsy revealed a deposit of hyalin in the mucous tissue. There was no evidence 
of malignant degeneration. The patient returned in 1932, still complaining of 
sore tongue and hoarseness. A biopsy at that time revealed definite amyloid 
deposits on the left tonsil, larynx and tongue. The patient received numerous 
intramuscular injections of a bismuth preparation in the last years. In 1935 he 
returned with an ulcer of the dorsum of the tongue. The biopsy at this time 
revealed amyloid changes and possible early malignant degeneration. Additional 
intramuscular injections of a bismuth preparation were given, and the lesions 
healed satisfactorily. At several times small waxy papules were noticed along 
the eyelids. A biopsy made in March 1935 revealed amyloid changes also. 

There are waxy flesh-colored papules from the size of a pinpoint to that of a 
glass pinhead on the eyelids and lips, but there is no scaling. There is 
thickening of the tongue, of the alveolar regions, of the tonsillar region, of the 
pharynx and of the larynx. The serologic reaction was negative, and a biopsy 
showed amyloid deposits. 

DISCUSSION 

Dr. Greorce H. Betotre: This patient, who was presented at a recent meeting, 
is presented again because at the previous meeting some of the members asked 
whether the lesions of the eyelids were also amyloid deposits. Some cases in which 
this condition was associated with syphilis are reported in the literature, but in 
most of these the tongue and pharynx were involved. I know of no case in which 
the same condition has been present along the margins of the eyelids. 
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s DISEASE WITH CUTANEOUS MANIFESTATIONS AND PINGUECULAE. Pre- 
i by Dr. SAMUEL M. PEck. 
;, a woman aged 33, has been a patient of the hematologic service 
han Rosenthal) of the Mount Sinai Hospital since 1921. She presents 
manifestations typical of Gaucher’s disease. The liver and spleen have progressively 
enlarg al so that now the spleen takes up three fourths of the abdomen and the 
liver extends to the third interspace above and to from 5 to 6 fingerbreadths 
below the costal margin. On the eyeball are yellowish pingueculae, triangular 
lesions with the base of the triangle toward the iris. These are supposed to be 
due to accumulation of Gaucher’s cells. 

For the last two years the patient has had an eruption on the legs. On the 
anterior aspect of the lower third of the legs to about the ankles she presents 
an eruption which appears to be a fading dermatitis hemostatica. There are no 
active purpuric lesions. 

Examination of the blood showed 61 per cent hemoglobin, 4,100,000 red cells, 
3.100 white cells and 150,000 platelets. The chemical examination of the blood 
showed 11.6 mg. of calcium and 4.2 mg. of phosphorus per hundred cubic centi- 
meters. The cholesterol content of the blood was 125 mg. per hundred cubic 
centimeters, and the cholesterol esters amounted to 25 mg. The tourniquet test 
gave positive results. The icteric index was 6. The Wassermann reaction of 
the blood was negative. The van den Bergh test gave normal results. A test with 
phenolsulfonphthalein resulted in less than 20 per cent of the dye being returned. 
The galactose tolerance test gave negative results. 


DISCUSSION 

Dr. SaMUEL M. Peck: This patient is presented primarily because derma- 
tologists rarely have the opportunity to observe the cutaneous manifestations of 
Gaucher’s disease. The cutaneous lesions are characteristic only in association 
with pingueculae. 


Dr. Louts CHARGIN: One can make the diagnosis of Gaucher’s disease from 
the cutaneous lesions alone and regardless of the association with pingueculae. 
The presence of a hemorrhagic folliculitis definitely suggests Gaucher’s disease. 
This is especially true when the eruption is located on the lower extremities and 
shows hemorrhagic, deeply situated furuncles. Both of these characteristics are 
present in this case. 

Dr. Marion B. SuLzBercer: I am pleased to have had the opportunity to 
observe this case, as it is the first time that I have seen the disorder. Is the picture 
in any way similar to that in any other lipoid dystrophies of the skin? 

Dr. CHartes A, GREENHOUSE: Cutaneous manifestations in Gaucher’s disease 
have been occasionally reported in the literature. The most common manifesta- 
tions are discoloration and pigmentation of the exposed parts, probably brought 
on by trauma. Changes in the bulbar conjunctiva have been frequently observed. 

Dr. Lours CuHarcin: Dr. Greenhouse is absolutely correct in calling attention 
to the pigmentation, which can best be described as yellowish brown. But aside 
from pigmentation patients with this condition exhibit follicular or furuncular 
hemorrhagic lesions which are characteristic of this disease. At least four cases 
of such involvement have been observed at the Mount Sinai Hospital. 

Dr. SamueL M. Peck: The pigmented lesions on the legs are due to old 
hemorrhages. At present the test with venom gives negative results in the area 
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of the cutaneous lesions. This can be interpreted as indicating that the proces; 
which gave rise to the hemorrhage is quiescent. Some authors have maintained 
that hemorrhages are due to a toxin acting on the capillaries. At times yhon 
the most marked cutaneous manifestations occur, the platelet count is low, the 
number of platelets pointing to a toxemia. That is probably the mechanisp, 
which accounts for the purpura of the legs. The poor circulation in the legs i. 
this patient is due to abdominal pressure resulting from the large liver and spleen- 
this impedes venous return, and therefore there is little, if any, absorption of the 
deposited hemosiderin. The pingueculae are said to consist of Gaucher’s cel}; 
but I do not believe that this has been proved in the majority of cases. 


PitryrrAsis RuprA Pivaris (?) witH Psortasis. Presented by Dr. PAut Gross 
for Dr. HeLten O. Currtu. 


Mrs. C. L., aged 66, is a patient at the Hospital for Joint Diseases. Byer 
since she can remember, she had lesions on the elbows and knees. Her mother 
also had a persistent “rash” on the back. In the past two months an eruption 
appeared, which rapidly became generalized. On the elbows, knees and lower 
part of the back there are discrete nummular lesions with white scales. When 
the patient was first seen, about two weeks ago, some pustular elements were 
present in these scales. 

The recent eruption, which is almost generalized, involves the entire back, th 
chest, the upper portion of the arms and the scalp. The lesions are isolated, 
follicular and hyperkeratotic and are best seen on both sides of the abdomen. Al! 
the lesions are papular and show a mild redness. They form confluent areas 
which vary in size and in certain parts become large; they cover almost the entire 
upper portion of the back. The feel of these areas gives the impression of a 
nutmeg-grater. The hands are normal except for some dryness and mild diffuse 
redness of the dorsa. The face and mouth are free from lesions. The scalp shows 
the same scattered lesions as the body, a little more infiltration and bluish dis- 
coloration possibly being present on the scalp. There is an incomplete loss of 
hair. The patient has lost about 20 pounds (9 Kg.) in the last year. She has 
cataracts in both eyes. 

The chemical examination of the blood showed the sugar content to be 88 mg 
per hundred cubic centimeters. Urinalysis gave negative results. The examination 
of the blood showed 84 per cent hemoglobin, 4,480,000 red cells and 5,200 white 
cells. The differential count showed 68 per cent segmented neutrophils, 31 per 
cent lymphocytes and 1 per cent monocytes. 

Histologic examination of material from a papular lesion showed hyperkera- 
tosis; this was especially marked in the hair follicles. There was only slight 
parakeratosis and no appreciable acanthosis. There was some perivascular infiltra- 
tion of the small vessels with round cells and occasional polymorphonuclear 
leukocytes. The conspicuous feature was the extensive cellular infiltration around 
the hair follicles with large mononuclear cells, lymphocytes and polymorphonuclear 
leukocytes. The lesion did not appear characteristic of psoriasis. 

DISCUSSION 

Dr. Heten O. Curtu (by invitation): There are interesting features in this 
case. The distribution is not typical, and the sites of predilection—the backs of 
the fingers—are involved only to a small degree. The face is not involved at all. 
In some respects the eruption on the body fits in well with the diagnosis, but it lacks 
the typical features of pityriasis rubra pilaris. Another point of interest is the 
combination with psoriasis, which further complicates the picture. 

Dr. Louis CuHarcin: On the basis of the first examination I am inclined to 
agree with the diagnosis of pityriasis rubra pilaris. I see no evidence at present 
that would warrant a diagnosis of psoriasis, but I do see sufficient evidence pointing 
to pityriasis rubra pilaris as the more likely diagnosis. 

Dr. Cuartes Wor: It is important to point out that in the early stage 
pityriasis rubra pilaris may closely simulate psoriasis. The two conditions ar¢ 
so much alike in this stage that it is almost impossible to make a clinical differ- 
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In view of the fact that this patient now shows typical lesions of 
pityrias rubra pilaris, the earlier diagnosis of psoriasis must be discarded. The 
patient 1s undoubtedly one condition and not two. 

Dr. G. D. ASTRACHAN: I cannot accept the diagnosis of pityriasis rubra pilaris. 
My impression is that the condition is a seborrheic dermatitis ; the patient shows 
typical esions on the scalp and trunk. The numerous lesions with long horny 
spines look like lichen spinulosus. 

Dr. FRANK E. Cross: I am inclined to favor the diagnosis of pityriasis rubra 
silaris. Although there are some features that are not typical, as was mentioned 
by previous speakers, I think that the eruption on the scalp is rather characteristic 
of pityriasis rubra pilaris and is not seborrheic dermatitis. The psoriasis must 
be regarded as coincidental. 

Dr. SAMUEL FELDMAN: There is no question that the condition resembles 
sityriasis rubra pilaris. Histologic examination reveals that there is a cell infiltra- 
tion about the follicles but no increase in the granular layer. With an increase in 
the granular layer and this particular clinical appearance the condition may be 
regarded as lichen planus acuminatus atrophicans. In pityriasis rubra pilaris the 
cell infiltration about the follicles is not marked and is only secondary. In this case 
the infiltration is considerable and probably primary. There is no atrophy, but 
alopecia is present. There is a follicular keratosis on the scalp which is not 
dandruff. The condition on the scalp is certainly not seborrheic dermatitis. 
Probably the eruption is a borderline condition. 

Dr. H. Kem (by invitation): I think it would be interesting to determine 
whether the psoriasiform lesions on the elbows really have the structure of 
psoriasis or fit in with the picture of pityriasis rubra pilaris. 

Dr. VAN AtstyNE H. Cornetv: As I understand the patient has had psoriatic 
lesions on the elbows for a long time. The lesions which now look like beginning 
pityriasis rubra pilaris have been present only for the last two months. If this 
patient had horny follicular lesions over the phalanges, every one would accept 
the diagnosis of pityriasis rubra pilaris without question, because she does show the 
ther characteristics of the disease, namely the seborrhea-like eruption on the 
scalp and typical lesions on the trunk. 

Dr. HELEN O. CurtH (by invitation): The psoriasis, I believe, is not a mere 

incidence. The combination with pityriasis rubra pilaris is occasionally observed. 
One sees psoriasis and pityriasis rubra pilaris alternate, and I think that these two 
nditions have something in common. 


entiati¢ 


DERMATITIS LICHENOIDES CHRONICA ATROPHICANS (CSILLAG). Presented by 

Dr. SAMUEL FELDMAN. 

This patient, a housewife aged 46, presents a cutaneous condition of about eight 
years’ duration. She has been seen during several attacks of a scaling dermatitis 
which cleared up without leaving any signs of atrophy. She claims that the 
present condition followed one of those “rashes.” 

On the right scapular region there is a yellowish white patch 2 by 2 cm. in 
diameter. The edges are somewhat irregular, and the surface is rough, showing 
visible lines and numerous pittings. There is slight telangiectasia in one area 
near the border. The routine laboratory examinations gave negative results. The 
histologic examination showed marked thinning of the epidermis, fibrosis of the 
cutis with diminished elastic tissue and almost no cellular elements. 


DISCUSSION 
_ Dr. AvotpnH RostenserG: This woman was formerly under my observation 
in the clinic of the Bronx Hospital. The diagnosis made by Dr. Feldman was 
considered, but my co-workers and I felt that the disorder is lichen albus of 
von Zumbusch. 
Dr. SAMUEL FetpMANn: I have observed this patient for the past few years, 
but I have never been able to arrive at a definite diagnosis, and the histologic 
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examination has shown no definite picture. It showed a marked thinning of the 
epidermis, destruction of the rete pegs and papillae and an increase of fibroy, 
tissue of the corium with few cellular elements and a diminished amount of 
elastic tissue. I favor the diagnosis of Csillag’s disease. 


Mycosis Funcomwes TREATED WITH SoptuM SiiicaTe. Presented by Dr. Marioy 
B. SULZBERGER: 


H. F., a man aged 27, is presented to demonstrate the results of treatment, 
This patient was presented here two months ago with the diagnosis of mycosis 
fungoides, confirmed by histologic examination. Since the last presentation the 
patient no longer responded to roentgen therapy and was therefore given only 
intramuscular injections of a 1 per cent aqueous solution of sodium silicate, the 
individual dose varying between 2 and 5 cc. At first this therapy caused a more 
marked exfoliation and generalized erythema. Then the infiltrated plaques became 
flatter and the exfoliation and erythema subsided to a large degree. So far the 
itching has not improved. 

Examination of the blood showed 14,400 white cells. The differential count 
showed 23 per cent lymphocytes, 5 per cent eosinophils, 2 per cent monocytes, 
68 per cent segmented cells and 2 per cent basophils. At the last examination 
the blood contained 8,400 white cells, and the differential count showed 27 per cent 
lymphocytes, 24 per cent eosinophils, 2 per cent monocytes, 17 per cent segmented 
cells, 1 per cent staff cells and 1 per cent basophils. 


DISCUSSION 


Dr. Marion B. Sutzpercer: I think that most of the members will recall 
having seen this patient a few months ago. The lesions were “roentgen fast” 
at that time. The diagnosis of mycosis fungoides was made histologically on the 
basis of two biopsies. The treatment with sodium silicate was suggested to me 
by Dr. Abram Strauss, of Philadelphia, who stated that he had four patients 
with typical mycosis fungoides, some of whom had lesions in the tumor staye, 


who showed definite improvement as a result of treatment with that drug. This 
patient is certainly better off than he was when he was presented a few months 
ago. He had no other therapy in the interval except local application of a 3 per 
cent salicylic acid ointment. He had previously been using this ointment without 
benefit. I have another patient who is receiving this treatment now, but that 
patient has received only a few injections, and it is too early to report the results. 
There is one drawback, namely, that injections of sodium silicate are painful, end 
the two patients have complained bitterly of the discomfort. I do not want to 
make any definite claims regarding this treatment. Sodium silicate has also been 
given intravenously by Luithlen, but that seems to me to be a risky procedure 
because sodium silicate is supposed to cause clotting of the blood when it is injected 
intravenously. However, Luithlen gave this drug intravenously in a concentration 
of 1 per cent to patients with senile pruritus and observed no ill effects. 

Dr. Georce J. SPINNER: This patient claims that the lesions clear up spor- 
taneously when the weather gets warmer. In view of that, I do not think that one 
should ascribe the improvement to the administration of sodium silicate. 

Dr. Frank E. Cross: When the patient was previously presented I questioned 
the diagnosis in spite of the histologic picture. This patient was under my 
observation about two and one-half years, and I had occasion to observe sponta- 
neous remissions. I note the marked improvement, but I doubt whether it can be 
attributed to treatment with sodium silicate. 

Dr. ArTHUR SAYER: When Luithlen advocated the use of sodium silicate 
for treatment of senile pruritus, he advanced the theory of a deficiency of silicate in 
patients with that disorder. I do not recall whether in his report he mentioned 
the dangers inherent in this treatment, but he seemed to be rather enthusiastic 
about the benefits in cases of that type of pruritus. Does Dr. Sulzberger see any 
rationale for the treatment with sodium silicate in this case? 
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In the case under consideration it seems to me that one should not disregard 


the diagnosis of mycosis fungoides because of the clinical nature of the eruption. 
il 4 sai 


It is known that mycosis fungoides often shows those peculiar episodes and occa- 
resembles the exfoliating disorder caused by arsenic, or possibly other 
erythroderma. Eventually the eruption develops into typical mycosis 


sjonali 


yr. Marron B. SutzBerGerR: I do not vouch for the diagnosis in this case, 
but I have presented the facts on which this diagnosis was based. This patient 
has been observed by many eminent dermatologists from time to time, and no 
other diagnosis has ever been made. There is no evidence that the disorder is 
due to an external irritant; no arsenic had been given, and no causal factor has 
heen ascertained. The rapid favorable response to the first series of roentgen 
treatments and the lack of ultimate response speak somewhat in favor of the 
diagnosis as presented. 

If there is a rationale for the treatment with sodium silicate in mycosis 
fungoides, I am absolutely ignorant of it. Dr. Strauss experimented with that 
treatment because it was supposed to give relief in itching conditions, and he was 
astounded at the excellent results in four cases of mycosis fungoides. I therefore 
thought it worth while to try it in cases in which the disorder had become 
resistant to roentgen therapy and to arsenic, and I suggest that the members give 
it a trial in such cases. 


TUBERCULOSIS CuTIS (HYPERTROPHIC Form). Presented by Dr. CHARLES PINES. 


D. R., a salesman aged 39, born in the United States, states that the cutaneous 
condition which he exhibits developed after he was vaccinated at the age of 6 
years. In 1918 he received a number of roentgen treatments for about six months. 
The result of the treatment was poor. In the past three years there has been a 
definite increase in the size of the involved area below the elbow. 

Beginning in the upper third of the left arm and extending downward below 
the elbow, half-way to the wrist, there is an extensive formation of hypertrophic 
scars intermingled with indurated and atrophic areas. Irregularly distributed 
in the involved area are numerous nodules of various sizes, shapes and consistency. 

The roentgenogram of the chest showed no abnormalities. Examination of the 
sputum and two Wassermann examinations of the blood gave negative results. 
The histologic picture corroborated the clinical diagnosis. 


DISCUSSION 

Dr. Davin Btoom: The lesion looked to me like some form of tuberculosis 
cutis. A biopsy should indicate if it is lupus vulgaris or some other form of 
tuberculosis. 

Dr. Davin L. SATENSTEIN: I believe that this patient shows three conditions: 
lupus vulgaris, as demonstrated by apple jelly nodules; hypertrophic keloidal 
scars which develop in some forms of tuberculosis of the skin, and sequelae of 
radiation therapy on the lower part of the forearm and on the arm. 

Dr. CHarLtes WotF: Regarding the use of roentgen radiation in treatment 
of tuberculosis I wish to state that one method which has been employed for 
many years is the administration of small doses of radiation, in contradistinction 
to massive doses as employed nowadays. Treatment with fractional small doses 
(from 25 to 50 roentgens) is more efficacious for tuberculous sinuses. Other types 
of tuberculosis, such as scrofuloderma, are also benefited by this form of therapy. 


Dr. FranK E. Cross: I think that most of the members have seen sequelae 
resulting from a treatment of lupus vulgaris by means of roentgen radiation. This 
discussion has shown that roentgen radiation is not of great value in the treatment 
of lupus vulgaris. Dr. Andrews generally treats this disorder with electrocoagu- 
lation followed by blistering doses of ultraviolet radiation and obtains good results. 


Dr. Samuet M. Peck: Jadassohn Jr. used the water-cooled quartz mercury 
vapor arc lamp effectively in cases of lupus vulgaris, employing the technic which 
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he has called “superimposed raying.” He gives a patient with lupus vulgaris 4 
blistering dose of radiation from a quartz lamp with a compression lens, anq 
before healing takes place another blistering dose is superimposed. I hav: found 
great difficulty with this method of treatment because of the pain involved. [py 
my experience a salt-free diet is not as useful in treating tuberculosis of the skir 
as was originally supposed. 

Dr. Paut Gross: This case demonstrates clearly that for prognosis and 
therapeutic purposes it is better to specify the type of cutaneous tuberculosis tha} 
one is dealing with. The condition exhibited by Dr. Pines’ patient probably js , 
hypertrophic type of lupus vulgaris. 

I am not in favor of roentgen therapy for lupus vulgaris, and I am certain 
opposed to massive doses of radiation. Fractional doses of filtered roentgen 
radiation up to 25 per cent of the erythema dose given at long intervals are some- 
times useful in certain phases of cutaneous tuberculosis. The main point is neyer 
to try to cure lupus with roentgen radiation alone. I do not condemn the use 
of roentgen radiation, but I have seen too many of the ill results it caused 4 
favor it. 

My experience with the salt-poor diet, provided the patient can be hospitalized 
and the regimen carried out strictly, leads me to believe that it is of considerable 
therapeutic value. With regard to treatment with the water-cooled quartz mercury 
vapor arc lamp, I have used this method extensively, but the results are far better 
and much nearer those obtained with the Finsen lamp if a blue filter is used 
with a compression lens. This method may even give better cosmetic results. 


Lupus ERYTHEMATOSUS WITH UNusUAL FEaTuRES. Presented by Dr. Isinor: 
M. LASHINSKY. 


A. B., a man aged 44, a cook, was seen in the department for cutaneous diseases 
of the Morrisania City Hospital on Jan. 29, 1936, exhibiting an eruption on the 
face of about twelve years’ duration. The past history was irrelevant, and ther 
was no history of any cutaneous disease in the family. 

There are about a half dozen patches over the cheeks, the bearded region, the 
chin and both auricles. The depressed edges, the atrophy and the telangiectasia 
are fairly typical of lupus erythematosus. Aside from these lesions there are a 
few circumscribed scaly patches which show areas of ulceration and atrophy. 

The urine was normal, and the Wassermann reaction of the blood was negative 

From the middle of February 1936 up to date the patient has received seven 
weekly intravenous injections of gold and sodium thiosulfate. Marked improve- 
ment is evident. 

DISCUSSION 

Dr. SAMUEL FELDMAN: When the patient was first seen he presented 
ulcerating lesions on each side of the face, which bled readily. The picture at 
that time was certainly not that of lupus erythematosus, but in view of the respons 
to therapy with a gold preparation lupus erythematosus must naturally be con- 
sidered. The fact that the patient shows lesions behind both ears with atrophy 
and telanagiectasia strongly resembling a roentgen ray dermatitis further corrcbo- 
rates the diagnosis of lupus erythematosus. 

Dr. Davin L. SATENSTEIN: On the basis of the clinical aspect, I cannot make 
a diagnosis of lupus vulgaris or lupus erythematosus. To me the whole process 
suggests lupoid sycosis in the stage of atrophy, and I regard the lesions on the 
ears as sequelae of radiation. 

Dr. IstporeE M. LasuinsKy: Perhaps in the present state one would not 
hesitate to make a diagnosis of lupus erythematosus. However, when the patient 
was first seen last January, the disorder strongly suggested lupus vulgaris. This 
diagnosis was apparently made at a number of clinics which the patient had 
attended in former years. Treatment with gold and sodium thiosulfate has brought 
about considerable improvement in spite of the long duration of the eruption. 





SOCIETY TRANSACTIONS 


ror Driacnosis (Sarcom?). Presented by Dr. THEODORE ROSENTHAL. 


’.. a Negro aged 40, was presented before this society on Feb. 27, 1936 
DerMaT. & SypH. 34:1091 [Dec.] 1936). 


DISCUSSION 


Dr. THEODORE ROSENTHAL: This patient was presented two months ago. At 
that time the diagnosis of sarcoid was considered. I believe that the members 
will agree that the lesions are much improved; especially those on the scalp and 
face have undergone considerable involution. 

Dr. Davip Bioom: At the meeting in February the eruption looked to me 
like some type of generalized cutaneous tuberculosis, possibly sarcoid, seen in 
Negroes. The improvement resulting from antisyphilitic treatment is so marked 
that I am inclined to reconsider the diagnosis of syphilis, although the duration 
of two years would speak against it. I should exclude lichen planus because 
of the absence of pigmentation, as pigmentation is usually marked in Negroes with 
lichen planus. 

Dr. Louris CHARGIN: My co-workers and I were unable to decide whether 
the disorder is psoriasis or syphilis. It did not occur to me at first that it might 
be sarcoid, but the possibility of an arsenical dermatitis was considered. Sub- 
sequent histologic examination indicated psoriasis rather than syphilis or sarcoid. 
There is no question that this patient is much improved; whether the improvement 
is a result of the therapy I do not know at the moment, but it is at least suggestive. 

Dr. THEODORE ROSENTHAL: It is true that continued antisyphilitic therapy has 
brought about remarkable improvement. The histologic picture was not suggestive 


of syphilis. 
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A Case For DraGNosis (TRICHOTILLOMANIA? PsrEupo-EcTorHRiIx?). Presented 
by Dr. Eucene F. Travs. 

F, X., a girl aged 9 years, a private patient, was first observed to have a small 
bald spot on the scalp about eighteen months ago. A physician made a diagnosis 
of alopecia areata. The hair returned after local treatment was applied, but bald 
spots continued to form, and a dermatologist made a diagnosis of tinea capitis. 
Examination of the hairs, however, failed to reveal fungi. The only features 
noted were a peculiar constriction of the hairs near the bulb and the presence of 
tiny filamentous bands about the hairs just above the bulb. These bands were 
present on all the hairs examined, and their appearance recalled the condition 
described by Knowles and his co-workers as pseudo-ectothrix (ArcH. DeERMAT. 
& Sypn. 31:38 [Jan.] 1935). The patients observed by these authors had a 
neurodermatitis about the nape of the neck. There is no change at the nape of 
the neck in this girl, but there is some thickening of the scalp with a sug- 
gestion of lichenification directly on the center of the head in the areas of 
alopecia. The patient definitely admits that she pulled the hairs out of these areas. 
Three badly infected teeth, each of which was abscessed, have been extracted. 
The patient’s basal metabolic rate was — 16 on the one occasion on which a test 
was made. The Wassermann reaction was negative. 


DISCUSSION 


Dr. CHARLES MALLorY WILLIAMS: I wish that somebody would lay the ghost 
of pseudo-ectothrix. I think that any one who examines many scalps will find 
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that disorder in a large proportion of cases, whether the scalps are dise:seq or 
not. I do not think it is abnormal at all. I do not believe it has any connection 
with any particular disease, and I do not think it has anything to do with 
any parasite. The reason it is found so often in diseased scalps is that derma. 
tologists always examine diseased scalps. What disease the child had originally 
is a guess. The disorder which she now exhibits may or may not be a djs. 
appearing alopecia areata. I doubt that it is trichotillomania. I have neyer 
heard of that disorder as occurring in a single bald patch that can be mis. 
taken for a lesion of alopecia areata. My guess is that the disorder is alopecia 
areata irritated by a nervous child. I wish some one would examine a hundred 
scalps and report on the observations in regard to pseudo-ectothrix. 


Dr. J. FRANK Fraser: I agree with Dr. Williams. 


Dr. Howarp Fox: In my opinion the disorder is trichotillomania. The 
patient is not a normal child but is rather high strung and precocious. Further- 
more, I believe she admitted that she pulled out some hairs. 


Dr. Henry H. Wuitenouse: I agree with Dr. Fox. The disorder is not 
true alopecia areata. Patients of this type often pull out their hair. I cannot 
add anything to Dr. Williams’ interpretation of pseudo-ectothrix. I agree with 
Dr. Fox’s interpretation of the condition. 


Dr. Frep WIsE: I agree with the remarks made by Dr. Williams and Dr. Fox 
Dr. GeorcGeE M. MacKee: I think the disorder is trichotillomania. 
Dr. Eart D. Ossorne, Buffalo (by invitation): I think it is trichotillomania. 


Dr. Paut E. Becuet: There are several points against the diagnosis of 
trichotillomania. The location is rare for that disease. Patients usually pull out 
the hair from the eyebrows or from the posterior aspect of the scalp, and they 
pull out all the hair. The child has stunted hairs growing through the center 
of the bald spot, which is coin-shaped. I cannot see how alopecia areata can be 
entirely eliminated as a diagnostic possibility. 

Dr. Frank C. Comses: I think there is no doubt that this is a case of typical 
trichotillomania. In reference to the location, I have a patient, aged 5 years, 
who exhibits the identical condition in the same region. The mother stated 
definitely that the child did not pull out the hair, but a few days after she made 
that statement a bunch of hair was found under the child’s bed. This condition 
frequently resembles alopecia areata. I consulted a psychiatrist about another case. 
He remarked that he had recently seen a patient who had pulled out every hair 
on her head. She had a compulsion neurosis, and pulling out the hair gave her 
relief. It was necessary for her to wear a transformation. When one hair would 
grow she would immediately extract that hair, and she was satisfied to be per- 
fectly hairless. Clinically she presented a typical picture of alopecia totalis. 


Dr. J. GArpNErR Hopkins: I agree with Dr. Williams that the spiral structures 
that are diagnosed as pseudo-ectothrix are found in normal hair. 


Dr. Eucene F. Travs: There is no doubt in this case that the hair was 
pulled out, because there is a definite history to that effect given by the guardian 
as well as by the child herself. I presume that would establish the diagnosis of 
trichotillomania. However, the child does not pull out the hair regularly or con- 
tinuously, and as the scalp shows considerable thickening, scaling and evidence of 
scratching it seems to me perfectly logical to say that the disorder may be regarded 
as a type of neurodermatitis. It does not seem that the patch must necessarily 
be on the nape of the neck in order to justify a diagnosis of neurodermatitis. 
As to whether there is such a condition as pseudo-ectothrix I cannot say. I only 
know that in the comparatively few scalp hairs I have examined from time to 
time I have not observed the peculiar ringed filament-like formation seen in each 
of the hairs of this patient. It seems to me that the diagnosis of alopecia areata 
can probably be excluded, although it is possible that the child originally suffered 
from that disease. 
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De. kAY H. Rutison: Walter Highman about a dozen years ago, in talking 
pecia areata, said that at one time when his wife was combing their 
's hair she called his attention to the fact that in the child’s scalp there 
was a round patch of erythema which had not previously been noticed and had 
not bec complained of by the child. Two or three months later a patch of 
alopecia areata developed on that site. I remember that distinctly, and I have 
ird of any other such observation. I wonder whether any cf the members 
| of, or has had, a similar experience. 


about 
little § 


never ! 


has hear¢ 


TricHoO-EPITHELIOMA Factet. Presented by Dr. Frep Wise. 


E. S., a woman aged 28, born in the United States, was first seen on April 4, 
1936, at the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital exhibiting an eruption involving the face, forehead, nasolabial 
folds, nucha and back. The disorder was of seven years’ duration. 

There are numerous soft yellowish to yellowish brown papules from the size 
of a pinhead to that of a lentil. The patient states that the lesions became 
prominent seven years ago, after her child was born. Her brother and her mother 
have a similar condition and are in good health. 

Microscopic examination of tissue from the back of the neck and from the 
left temple revealed tricho-epithelioma, 

DISCUSSION 

Dr. J. FRANK FRrAser: This patient exhibits the type of tumor which used to 
be called tricho-epithelioma. Whether these growths should be classed with the 
epitheliomas is a debatable question. The histologic picture is that of groups 
of embryonic hair follicles, but the cells are not anaplastic. The treatment is 
removal by electrodesiccation. 


PoIKILODERMA VASCULARE ATROPHICANS AND LYMPHOBLASTOMA. Presented by 
Dr. Howarp Fox. 


J. G., a man aged 46, was referred from the Veterans’ Administration Facility. 
He was presented before another society (ArcH. Dermat. & SypnH. 23:363 [Feb.] 
1931) on two occasions ; the report of the first presentation has not been published. 
When he was presented there was general agreement that he suffered from a 
classic eruption of poikiloderma of the Jacobi type. The eruption has since become 
much more extensive, and in addition to the original disease new manifestations 
have developed. The eruption is now almost universal. There is moderate scaling, 
mostly of the branny type. The patient does not complain of itching and no 
marks of scratching are present. The new manifestations consist of dull reddish, 
firm nodules and diffuse plaques which are mostly limited to the forehead. The 
patient is apparently in good health. 

A histologic examination made by Dr. T. J. Riordan of tissue excised from 
the forehead was reported on as follows: There was dense infiltration of lymphoid 
cells in the upper half of the corium. One or two nodules with similar cellular 
elements were present at the periphery, but the central part consisted of a mixture 
of lymphoid cells and round and oval pale staining cells with vesicular nuclei and 
mitotic figures which were considered to arise from the reticulo-endothelial sys- 
tem. Some of the latter cells were scattered through the general infiltration. The 
diagnosis was lymphoblastoma. A complete examination of the blood gave normal 
results. There were 8,600 white cells 67 per cent of which were polymorpho- 
nuclears, The Wassermann and Kahn tests were negative. 


DISCUSSION 


Dr. Eucene F. Traus: I have read of a number of instances in which appar- 
ently typical poikiloderma vasculare developed into lymphoblastoma, but this is 
the first case of such change that I have actually observed in which the original 
features of poikiloderma were still present while at the same time definite evidence 
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of tumor formation had begun. In addition to these two principal types of lesions 
the patient exhibits others which closely resemble scleroderma. x 


Dr. Grorce M. MacKee: This is an important case to go on record, particy. 
larly if it can be proved absolutely that both diseases were present, because there 
are not many cases in which it was proved that lymphoblastoma followed poikilo- 
derma. However, there are a few, and the number is increasing. If the change 
can be proved beyond doubt in this case, it will be a valuable addition to that 
group. Eventually one may learn that poikiloderma is a lymphogranuloma, 


Dr. Frep Wise: I suppose that all the members recall the patient of John 
Lane’s whose disease began as a poikiloderma-like eruption and degenerated into 
lymphosarcoma. He reported that case. In the literature there are a few cases. 
about a half dozen, in which poikiloderma eventuated in a lymphomatoid disease. 
I wish to ask Dr. Fox whether he saw any signs of myositis, which is sometimes 
a concomitant of poikiloderma in this type of disorder. Dr. Traub called my 
attention to areas that looked like patches of scleroderma. One sometimes sees 
a combination of scleroderma, dermatomyositis and lymphomatoid disease in the 
same patient. I should not be surprised to see this man present all these features 
if he lives long enough. 

Dr. Henry H. WuirtenHouse: I think the disorder is poikiloderma. One of 
Dr. John Lane’s patients with poikiloderma died of Hodgkin’s disease. Of the 
two patients I presented before this society, a young girl and a woman, the girl js 
still alive. She has had no lymphoblastoma but has suffered from continued 
atrophy; she is crippled and is in a poor condition. How much this is related to 
lymphoblastoma I do not know. 

Dr. J. FRANK Fraser: I agree with what Dr. Wise has said. I did not 
examine the section closely, and I do not feel that it is possible to make a final 
diagnosis at present, either on histologic or on clinical grounds. 


CONFLUENT AND RETICULAR PAPILLOMATOSIS (GOUGEROT AND CARTEAUD). Pre- 
sented by Dr. Frep WIse. 


M. S., an American woman aged 23, a housewife, was first seen at the Skin 
and Cancer Unit of the New York Post-Graduate Medical School and Hospital 
on April 2, 1936, exhibiting an eruption of seven years’ duration. 

The lesions are located on the neck, where they assume the form of a collar, 
in both axillae, on the middle portion of the back, from the level of the scapulae to 
the sacrum, and on the breasts and abdomen. The lesions on the neck consist 
of dark brown hyperkeratotic and scaly plaques which have fused and formed a 
reticulated mass; the axillary areas, with the exception of the apical portions of the 
axillae, are studded with fused dark brown hyperkeratotic papules and verrucous 
lesions resembling acanthosis nigricans. The papules on the back are topped with 
scales and are hard and shotty, being indistinguishable from those of Darier's 
disease. Similar scaly lesions with hard papules are present on the breasts and on 
the abdomen. 

The patient is obese and exhibits striae distensae on the breasts, abdomen and 
thighs and pronounced hypertrichosis of the face; she presents symptoms sug- 
gestive of Cushing’s pituitary basophilism. 

Two sections were examined; one of them was reported to show hyperkeratosis 
follicularis; the other, from lesions on the arm which fesembled lichen nitidus, 
was said to show papulonecrotic tuberculid. 

Note.—Subsequent study confirmed the diagnosis as presented. 


DISCUSSION 


Dr. Georce M. MacKee: When I saw the patient the eruption was somewhat 
verrucous and I thought the disorder was Darier’s disease, particularly because the 
patient exhibited this polyglandular syndrome. In the past three weeks the erup- 
tion has changed somewhat. There is exfoliation, and areas that appeared to be 
verrucous are peeling off. Therefore, I doubt, in spite of the polyglandular 
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syndrome, that the disorder is Darier’s disease. I am particularly interested 

° croups of tiny follicular papules on the arm. Clinically I should diagnose 
lichen nitidus. The other eruption shows a nondescript picture from 

no conclusions can be drawn. 

EuGceNE F. Traus: Would it be entirely incorrect to consider the diag- 

acanthosis nigricans ? 


in tl 
then 
whi 

D 


nosis Ol 


Dr. GEoRGE M. MacKee: Yes. There is too much exfoliation. 

Dr. FrANK C. Combes: I agree with Dr. MacKee that the lesions on the 
patient's arms strongly suggest lichen nitidus. I cannot at present see much 
suggestion of Darier’s disease. There is a dirty hyperkeratosis which is peeling, 
but it does not at all clinically seem to be follicular as one would expect in that 


condition. 

Dr. J. FranK Fraser: I agree with Dr. MacKee’s view in regard to the 
papular lesions on the arm, and I have no doubt that the sections will show 
lichen nitidus. Speaking of the other lesions, I disagree with the view that there 
is no resemblance to Darier’s disease. In my opinion there is a strong resemblance 
to that condition. Microscopic study of sections cut farther down in the block 
will probably establish the diagnosis of Darier’s disease. The sections shown 
did not include material from the lesion, but that fact does not by any means 
exclude the diagnosis of Darier’s disease. 

Dr. Howard Fox: The disorder undoubtedly has the clinical appearance of 
Darier’s disease. 

Dr. GeorGE M. MacKee: The patient has another eruption on the face. At 
first glance one would conclude that the condition might be acne. However, a 
more careful examination shows that it does not look like acne. It may be some 
follicular tuberculosis or a tuberculid. The more one studies the case, the more 
complicated it becomes. It certainly needs more study. 

Dr. Frep Wise: There is a report by Gougerot and Carteaud of cases of a 
disorder which they called papillomatose confluente et réticulée which closely 
resembles this eruption. 


Actinomycosis. Presented by Dr. J. FRANK FRASER. 

M. P., a Negress aged 34, married, was referred by Dr. Curphey of St. John’s 
Hospital. The patient was born in the British West Indies; she came to the 
United States in 1920 and has lived in Brooklyn ever since. She has never lived 
on a farm or in a rural section, and there is no history of trauma. 

The patient first noticed a small nodule on the left ankle about eight years ago. 
Other similar papules, of blackish color, soon developed. The Wassermann 
reaction was negative. The patient said that she had an intracutaneous injection 
on the right forearm a month ago; it was probably either a Frei test or a tuber- 
culin test. On March 13, 1936, Dr. Fisher, of St. John’s Hospital, removed a 
fibrous growth about the size of a chestnut from the left ankle. This growth was 
adherent to the skin, but under it there were several similar subcutaneous nodules. 
The lesion now presents a pink granulating surface with some edema around the 
ankle and the subcutaneous tissues. 

A biopsy showed actinomycosis. 

DISCUSSION 

Dr. J. FRANK Fraser: One does not often see actinomycosis of the skin. 
This is a rare location. Most of the members will recall a case I presented in 
1920 or 1921. Considerable work has been done in the study of the causative 
agent since that time. In regard to the pathogenesis of actinomycosis there were 
originally two theories. One was that the fungi grew in the ground or on grass. 
The other theory was that animals when biting the grass produced an injury and 
excited the germs already in the mouth to pathogenicity. The recent literature 
on the subject seems to support the latter view. MacCollum stated in his latest 
textbook that the organisms do not grow on grass but are indigenous to the 
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mouth and gastro-intestinal tract. The most recent article on the subject is py 
Lord and Trevet (J. Infect Dis. 58:115 [Jan.-Feb.] 1936), who have made 4 
thorough study of the various strains of ray fungi. They cited Naeslund, who 
was able to recover actinomycetes from normal mouths, culture them and repro- 
duce the disease in animals. Lord and Trevet observed numerous strains of 
actinomyces-like organisms in normal mouths, but they did not succeed in isolating 
the Wolff-Israel type, which causes actinomycosis. Fungi which resemble the 
ray fungus are frequently observed in the necrotic crypts of tonsils. Colonies of 
fungi appear to be living there in symbiosis with the tissues and do not cause the 
actinomycotic lesion. Lord and Trevet observed numerous strains of these organ- 
isms, belonging to the streptothrix family, which can be recovered from the mouth. 
There are strains which grow anaerobically ; others are both anaerobic and aerobic. 
and still others are strictly aerobic. Only the Wolff-Israel (anaerobic) type pro- 
duces the disease when injected into animals. 

Dr. Eart D,. Osporne, Buffalo (by invitation): Does Dr. Fraser mean to say 
that these organisms are found in normal human mouths? ; 

Dr. J. FRANK Fraser: Yes, the Wolff-Israel organisms have been demon- 
strated in normal human mouths. 

Dr. J. GARDNER Hopkins: I wish to ask Dr. Fraser if he recalls how the 
infection was transferred to animals, because that has been the great difficulty in 
the study of Actinomyces which my co-workers and I and which every one | 
have talked to encountered. It has been impossible to cause a progressive infec- 
tion by inoculation of cultures. 

Dr. J. FRANK Fraser: Inoculations of animals with other strains do not 
produce the disease. The lesions have been reproduced in animals by inoculation 
with the Wolff-Israel type of fungus. I believe that in this case the histologic 
picture is typical, but I cannot explain how or why these organisms gained entrance 
to the skin. 


LYMPHOBLASTOMA. Presented by Dr. J. FRANK FRASER. 


S. M., a woman, aged 56, was first seen on March 10, 1936, at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital, 
exhibiting an eruption on the scalp behind the right ear. The patient has had 
pulmonary tuberculosis, which was arrested. The condition behind the right ear 
began as a small itchy area three years ago and has grown larger. The patient 
also complains of more or less generalized itching. She is high strung. 

On the scalp, behind the right ear, is a sharply defined slightly raised but not 
indurated dry erythematous area the size of a dollar. Slight scaling, excoriations 
and evidence of marked itching are present. There is no atrophy. 

The blood cell count was normal; the hemoglobin content was 87 per cent; 
the differential blood cell count and the urinalysis gave normal results. The 
Wassermann reaction was negative. Reactions to tuberculin were as follows: 
plus-minus to a 1: 1,000,000 dilution; 1 plus to a 1: 100,000 dilution, and 3 plus 
to a 1: 10,000 dilution. 

A biopsy made on March 1, 1936, was reported to show a reticulo-endothelial 
process, possibly mycosis fungoides. 

DISCUSSION 

Dr. J. Frank Fraser: About three weeks ago the patient received three- 
fourths skin unit (375 roentgens) of roentgen radiation filtered with 3 mm. of 
aluminum. There is evidence of improvement manifested by decreased infiltration. 
Should the roentgen therapy be continued, and what dosage should be given? 


Dr. Georce M. MacKee: It is a little difficult to suggest the dose of radiation 
without knowing definitely with just what form of lymphoblastoma one is dealing. 
For instance, if the disorder is mycosis fungoides, it would yield to small doses. 
If it is leukemia cutis, it might be stubborn. I suggest trying what is called a 
one-fourth skin unit dose (75 r unfiltered) once a week, for a month or six weeks, 
and if that does not bring about a cure, one unfiltered suberythema dose (200 
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unfiltered) or a suberythema dose (about 400 r filtered) may be given 
1 interval of one month. 

Eucene F, Traus: This patient has already received one dose of the 
1 rays which was sufficient to produce epilation. 
GeorcE M. MacKee: Improvement occurs in from three to four weeks; 
re, | should watch the patient and give no more roentgen radiation for 
weeks. 


ke OF THE BuLBAR ConjunctivaA. Presented by Dr. Howarp Fox. 


O., a girl aged 18, from the dermatologic wards of the Bellevue Hospital, 
nts a lesion of the right eye which is said to have been present for eight 
It was followed by a local adenopathy and a generalized eruption. 

he ocular lesion consists of a diffuse swelling of the entire bulbar conjunctiva 

he right eye. It has a reddish beefy color, is hard to the touch and is not 

inful or tender. The swollen conjunctiva overlaps the cornea for about one 

urth of its area. It shows no ulceration. The lids are moderately edematous. 

[here is a pea-sized hard indolent swelling of the right preauricular gland, and 

several glands in the right submaxillary region are visibly enlarged. On the 

trunk and arms there is a fading macular eruption consisting of discrete dime- 

sized dull red nonitchy smooth macules. Examination of the mouth and throat 

shows no abnormalities. A dark field examination of the bulbar conjunctiva 

showed Spirochaeta pallida, which could not be demonstrated after the patient had 

received one injection of neoarsphenamine. The Wassermann test was strongly 
positive. 

Through the social service it was learned that the patient lived with her sister 
and brother-in-law and their two children. The Wassermann reaction in each 
of these four persons was strongly positive. The patient stated that on January 1 
her sister had attempted to blow a loose eyelash from the inner canthus of the 
left eye. A more likely source of her ocular infection was discovered subsequently. 
It was learned that the younger child, 4 months old, slept with her constantly 
\t the time that child suffered from snuffles. 


DISCUSSION 
Dr. CHARLES MALLorY Witi1aAMs: I have never observed a case like this. 
Dr. Henry H. Wuitenouse: There is no question about the nature of the 
lesion. The chief interest is the way in which the patient was infected. Infection 
could easily have been caused by breath blown into the eye by some one with 
mucous patches which contained the spirochetes. That this occurred has not been 
proved in this case. I have never observed a case of this kind, and I can under- 
stand why oculists have never observed one, but there are some countries in the 
world, for instance Russia, I think, where it is customary to remove foreign bodies 
from the eye with the tongue. I wonder whether any of the members has read 
accounts in foreign literature of chancres of that part of the conjunctiva resulting 
from this custom. In this country the common method of removing foreign bodies 
from the eye is to moisten with saliva the twisted end of a handkerchief. 


Dr. ALBERT R. McFartanp, Rochester, N. Y. (by invitation): In tracing down 
the source of infection in this case, I think it would be interesting to know the 
stage of infectiousness of other members of the family. If they are or were not 
infectious, that would probably point to some outside source of infection. 

Dr. Frank C, Compes: Several years ago I had occasion to look up the 
literature on extragenital chancres and syphilis in the innocent. Dr. Bulkley in 
his book referred to primary lesions of the conjunctiva, but I do not recall that 
there is any special reference to the bulbar conjunctiva. 1 think that this case 
is really unique in that sense. 

Dr. Howarp Fox: The unusual feature of this case is the fact that the bulbar 
conjunctiva was the site of the initial lesion. Whether this resulted merely from 
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an attempt on the part of the patient’s sister to blow away a loose eyelash [ do 
not know. Cases of chancre of the conjunctiva are reported to occur in Russia 
as a result of the use of the tongue to remove a foreign body or to treat varioys 
diseases of the eye. 

Dr. Epwarp R. Matoney: I wish to add something to what Dr. McFarland 
has said about the stage of syphilis in the rest of the family. These persons 
exhibit no active lesions of syphilis. The mother and father and two children aj} 
have positive Wassermann reactions. This girl has active primary and secondary 
syphilis. None of the other members of the family has any visible lesions of 
syphilis, and there is no history of, any primary or secondary lesions in any of 
them. It was the sister of the patient who was supposed to have blown in the 
eye. She was in the hospital yesterday, and she has no mucous patches in the 
mouth and no visible evidence of syphilis now. The condition started in the early 
part of March. The blowing in the eye occurred on January 1. E 

Dr. Eart D. Ossorne, Buffalo (by invitation): The blowing in the eye 
occurred in January. The infectious lesions may have disappeared by now. _ 


PERIADENITIS MucosAE NECROTICANS RECURRENS. Presented by Dr. Eucens F. 
TRAUB. 

P. B., a man aged 52, from the Skin and Cancer Unit of the New York Post- 
Graduate Medical School and Hospital has had lesions in the mouth of two years’ 
duration. The patient noticed a burning sensation, and pain and tenderness were 
experienced in association with the development of the tiny nodules. These would 
then undergo central necrosis, break down and ulcerate. The entire time con- 
sumed by one lesion in its complete evolution is from three to six weeks. 

The Wassermann, the Kahn and the Kline test were negative. Dark field 
examination gave negative results. Tests with graded dilutions of tuberculin were 
strongly positive, and it was observed that the lesions seemed to heal more rapidly 
than usual after these tests. Analysis of the gastric content showed free hydro- 


chloric acid and no abnormal features. A biopsy showed only chronic inflammatory 
tissue at the base and edge of an ulcer. The patient is presented for suggestions 
as to treatment. 


DISCUSSION 


Dr. Georce M. MacKee: The disorder does not exhibit all the features of 
periadenitis because, for one thing, the lesions of periadenitis are usually excru- 
ciatingly painful, whereas this patient’s lesions seem to be only tender. However, 
periadenitis is not always associated with pain; hence the lack of pain in this 
case ought not to rule out that diagnosis. Another point is that in cases of peri- 
adenitis, particularly of the severer types, the lesions usually leave scars. Of 
course, small scars may be present on the mucous membranes without being 
noticeable. This patient apparently has no marked scarring. That does not rule 
out the diagnosis of periadenitis. I am willing to accept it. I understand that 
the histologic picture showed only inflammatory tissue. Often that is the only 
histologic change in cases of periadenitis as well as in cases of tuberculids; some 
students of the disease think it is a form of tuberculid. 

Dr. Frep Wise: I agree with the diagnosis as presented. The last article 
I read on this subject stated that these lesions may be due to the same filtrable 
virus as that which causes herpes simplex; inoculation of the cornea of a rabbit 
with material from a recent lesion may cause keratitis and possibly encephalitis. 
Apparently the diagnosis can therefore be made with reasonable certainty in some 
cases of this disorder. 

Dr. Howarp Fox: I should suggest roentgen treatment in this case, as this 
method produced striking results in one case of mine in which the disorder had 
persisted for several months and caused a great deal of annoyance. 

Dr. Georce M. MacKee: Regarding treatment, I think it is hard to evaluate 
any therapeutic method in a disorder like this, and many other diseases too, 
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these lesions will clear up spontaneously in two, four or six weeks. Unless 
ir up more promptly as a result of some therapeutic measure, it is rather 
to ascertain the value of the therapeutic method. Recently my co-workers 
id one patient on whom we tried ionized air, and the lesions cleared up. 
s we know, none of the therapeutic agents so far used, such as ionized air, 
roentgen radiation, etc., has any influence on the formation of future lesions. I do 
not know whether any one has had experience with therapy with a gold compound. 
I think it might be well to try either therapy with tuberculin or, more particularly, 
administration of a gold preparation. 

Dr. EucENE F. Traus: I was about to institute therapy with tuberculin, but I 
welcome other suggestions. I contemplated treatment with tuberculin because there 
seemed to be a distinct improvement after tuberculin tests. This, of course, may 
have been a coincidence, but, nevertheless, that agent has been used with some 
success in this condition. The lesions appear and regress, as Dr. MacKee said, 
and it is not of as great importance to find a remedy that will make the lesions 
which are present disappear faster than they would ordinarily do as it is to find 
a means of preventing the formation of future lesions. 

Dr. FraNK C, CompBes: The remarks of Dr. Wise regarding the similarity of 
the virus producing this condition and of that causing herpes simplex suggest a 
method for the treatment of this condition. Of course, one is aware of the fact 
that the treatment is not necessarily directed against the individual lesions but 
rather against the recurrences. It is characteristic of this disease that it causes 
chronically recurring ulcers. In many cases the recurrence of herpes simplex has 
been prevented by repeated inoculation of material taken from the vesicular lesions. 
That method of treatment may be successful in this case if the virus and mechanism 
of production of the lesion are similar to those factors in cases of herpes simplex. 


Dr. Ray H. Rutison: I wish to ask whether there is any history that this 
patient is subject to herpes simplex. Or has that point not been ascertained? 
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Dr. Eucene F, Traus: I have not inquired about his having had herpes, but 
the patient tells me every complaint he has, and as he did not specifically mention 
herpes, it is probable that he did not suffer from that condition. 


A Case For DraGNnosis (DERMATITIS SEBORRHOEICA [FOLLICULAR Type]?). Pre- 
sented by Dr. J. FRANK FRASER. 

W. T., a boy aged 14, a high school student, was first seen at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital, on 
April 4, 1936, presenting dry, scaling papules in the scalp, at the hair lines on the 
neck and on the chest and back to below the waist line. The eruption is of four 
months’ duration. 

The individual lesions are round to oval and are from the size of a dime to 
that of a large coin. They are reddish brown and flattened and have a keratotic 
feel and follicular plugs. There are no lesions in the mouth. The penis is not 
involved. There is a history of seborrhea of the scalp of several years’ duration. 
Several areas of the skin not involved present definite lesions of the keratosis 
pilaris type. 

Urinalysis gave normal results. The report on the biopsy states that the histo- 
logic picture fits in with seborrheic eczema. 


DISCUSSION 


Dr. Henry H. Wuitenouse: Clinically I should call the disorder seborrheic 
eczema or seborrheic dermatitis. It affects the scalp. 

Dr. Apert R. McFarvanp, Rochester, N. Y. (by invitation): The lesions 
on the trunk looked to me like some type of id. In view of Engman’s work on 
the bacteriologic observations in the scalp in cases of seborrhea, it is possible 
that the picture on the trunk is an id of some type, perhaps a “seborrheid.” 
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Dr. Georce M. MacKee: I should rather regard it as the follicular seiorrhe, 
that Trimble described. I have seen what I regard as such disorders o: “trine 
in patches which at first glance looked like another condition. There is a little 
more inflammation in this case than I have seen before, at least as far as | recall 
but I think the disorder is follicular seborrhea. 

Dr. Paut E. Becuer: I observed a good number of Trimble’s cases at the 
Skin and Cancer Hospital, and the lesions almost invariably involved the locations 
typically affected by seborrheic eczema, as, for instance, the region over the sternum 
and that between the scapulae. The lesions were not sharply defined and rounded 
as in this case, and there was some tendency to greasy scaling. This patient's 
disorder, therefore, does not conform to Trimble’s description of follicular sebor- 
rheic dermatitis. I am inclined to believe that the disorder is a mixed type of 
keratosis pilaris et spinulosa. ; 

Dr. CHARLES MALLogy WixiiAMs: I do not see why the disorder should be 
called seborrheic eczema. It is not seborrheic. There is no greasiness anywhere 
except on the side of the nose, where it is present in 90 per cent of the patients one 
examines. This patient has scaling on the scalp, but it is dry. I never did under- 
stand the term seborrhea sicca. The disorder is not seborrheic. Scaling cannot be 
both dry and moist at the same time. The patient has a definite patchy and follicular 
dermatitis. It seems to me one sees a fair number of cases of this type of a 
patchy follicular dermatitis scattered over the trunk and associated with separate 
isolated follicular lesions which are often ill defined but often exhibit a distinct 
border. I do not know what that condition is. It may be a disease sui generis 
In some cases, I think, the disorder turns into psoriasis before a cure can be 
achieved. I should not make a diagnosis of psoriasis in this case. 

Dr. Ray H. Rutison: I cannot see how any one can classify this disorder 
either as eczema or as seborrhea. What it is, I do not know. It is not eczema. 
No vesicular stage has been present at any time. There is no itching. The lesions 
are dry and have always been dry. I do not think the condition is seborrhea, 
and the reasons I advance are those mentioned by Dr. Williams. 

Dr. Epwarp R. Matoney: The only diagnosis I should make is that of 
follicular dermatitis. 

Dr. Howarp Fox: I agree with Dr. Bechet that this disorder does not 
correspond to the picture of follicular seborrheic eczema. I observed a number 
of the cases which Dr. Trimble studied. The disorder was of a diffuse type, was 
not sharply delimited and was confined strictly to areas generally affected by 
seborrhea. 

Dr. Georce M. MacKee: Of course, this disorder can be any one of a number 
of things. As Dr. Williams said, it can be the beginning of psoriasis. fF have 
seen mycosis fungoides, pityriasis rubra pilaris and lichen planus begin exactly 
in this way. It is difficult to establish the diagnosis by merely a single inspection. 
I disagree with the statement that one cannot make a diagnosis of seborrhea ii 
there is no greasiness. I do not think the term seborrhea is a good one. What 
about seborrhea sicca? I object to that term, but what I mean is: That disorder 
included in the category of seborrhea can be associated with a dry eruption. 
Seborrhea of the face may look like chapping. Whether the condition is seborrhea 
or not, is a different question, but all dermatologists place such a disorder in the 
category of seborrhea in the dry stage. 

Dr. Ray H. Rutison: Years ago I wrote a paper entitled “Is Dandruff 


“ec ” 


Seborrheal?” The answer to the question was “no. 


Report ON A CASE OF PossIBLE SCROFULODERMA. Dr. Eucene F. Travs. 


M. M., a girl aged 7 years, was presented before the New York Dermatological 
Society on Dec. 17, 1935 (Arcu. Dermat. & SypH. 34:532 [Sept.] 1936) and again 
on March 24, 1936 (Arcn. Dermat. & SypnH. 35:351 [Feb.] 1937) as a case 
of possible scrofuloderma. 
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handage; no topical applications were employed. It is, of course, possible that 
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tions taken from the border of the ulceration on the neck did not show 
rculous structure, and various tuberculin tests were negative. The patient 
ferred to Dr. Meleney, who expressed the belief that the condition was an 
i due to a micro-aerophilic streptococcus. 


-t oN A CASE OF PossIBLE SCLERODERMA OR DERMATOPHYTID OF THE ANKLE. 
Dr. Eucene F, TRaAvs. 
_S., a woman aged 46, was presented before the New York Dermatological 
ety on Jan. 28, 1936 (ArcH, Dermat. & Sypu. 34:912 [Noy.] 1936). 
\ section taken from the center of the lesion did not confirm the diagnosis 
leroderma. Fungi were observed in abundance in some of the lesions from 
feet. Treatment for tinea of the feet caused the lesion on the ankle to dis- 
near almost entirely. The only locai treatment to the leg was a supportive 


the elastic bandage applied to the leg miay have caused improvement. 


Book Reviews 


Syphilis and Its Treatment. By William A. Hinton, M.D. Price, $3.59, 
Pp. 321. New York: The MacMillan Company, 1936. 


There is in this book much that is commendable and a good part that will 
meet with disapproval, especially from the modern school of syphilotherapists, 
It is a personal book, apparently written from a large experience. Hinton gives 
both sides of controversial questions, yet he clearly states his own position, 
which in the main is conservative, often very much so. “I recommend that 
mercury be included in the treatment of every case of syphilis—those who are 
too eager to give up mercury invite a repetition of the mistake that was made in 
prematurely accepting arsphenamine as a drug that would cure all syphilis.” 
His treatment of early syphilis differs only in minor details from the generally 
accepted procedures; not so his treatment for latent syphilis and late mani- 
festations. His views on latent syphilis, which he prefers to call asymptomatic 
tertiary syphilis, are influenced largely by Bruusgaard’s statistics, according to 
which about two thirds of the persons infected with syphilis recover sponta- 
neously and about 5 per cent exhibit serious symptoms. Accordingly, except in 
patients who prefer not to take the risk, Hinton withholds treatment until 
symptoms arise. Except in aged patients and in those with cardiac involvement 
he treats late syphilis rather intensively and for a long time, using arsenic, 
metals and iodides, and he infers that the value of special methods of treatment, 
such as administration of tryparsamide and malaria and other forms of fever 
therapy, has not yet been proved. 

The portion of the book which is descriptive of clinical aspects of syphilis 
is wholly inadequate. There are no illustrations. The author speaks of “sores,” 
“itchless rashes” and “small injections of arsphenamine,” and in general his word 
pictures are inadequate. The discussion of laboratory procedures and their inter- 
pretations is plainly written and should serve to orient the student, yet even 
in this section statements are made that are open to question. “Most of the cur- 
rent Wassermann tests and the less sensitive flocculation tests gradually grow 
weaker and become negative in five to ten years in perhaps half the cases. The 
Hinton test [the author’s modification of the flocculation test] is said to persist 
for a lifetime in untreated late syphilis, and if the Hinton test of the blood is 
negative the cerebrospinal fluid will also be negative, and examination of the 
cerebrospinal fluid is therefore unnecessary.” These views are, of course, not 
generally accepted. 

The book is a contribution to the subject because so much in syphilis is 
unsettled, and many of the author’s views are against the current. 


Diseases of Infancy and Childhood. By L. Emmett Holt Jr., and Ruslin McIn- 
tosh, Tenth edition revised. Price, $10. Pp. 1240, with illustrations. New 
York: D. Appleton-Century Company. 

The fact that this book is in its tenth edition speaks for itself. A considerable 
portion of the book will be of interest to dermatologists. The section on diseases 
of the skin is limited for the most part to definitions and brief descriptions, 
which in the main are adequate. The chapter on sensitization and diseases, such 
as eczema, that are due to sensitization, is more complete and essentially sound. 
The part on syphilis is also good, particularly the portion which deals with the 
diagnosis of syphilis in infancy. Altogether, from a dermatologic standpoint, 
the book is orthodox, conservative and practical. 





Directory of Dermatologic Societies * 


INTERNATIONAL 


\NintH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SyYPHILOLOGY 
American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 


FOREIGN 
3RITISH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


|. |. McGovern, President, 4005 Dorchester St., Montreal. 
F. L. Boulais, Secretary-Treasurer, 2061 St. Denis St., Montreal. 
Place: Montreal. Time: May 1937. 


RoyaL Society oF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7, Devonshire P1., London, W. 1. 
Louis Forman, Secretary, 7, Devonshire Pl., London, W. 1. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Paul A. O’Leary, Chairman, 102 Second Ave., S.W., Rochester, Minn. 
J. Bedford Shelmire, Secretary, 1719 Pacific Ave., Dallas, Texas. 
Place: Atlantic City, N. J. Time: June 7-11, 1937. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 


Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
John H. Stokes, President, 3800 Chestnut St., Philadelphia. 
F. D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: Sky Top, Pa. Time: June 3-5, 1937. 


SECTIONAL DERMATOLOGIC SOCIETIES 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 
Place: Cleveland. Time: Dec. 5, 1936. 


MIssIssipPI VALLEY DERMATOLOGICAL SOCIETY 


A. H. Conrad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 


NorTHERN New JerseEY DERMATOLOGICAL SOCIETY 


Henry J. F. Wallhauser, President, Medical Tower, Newark. 

Louis J. B. LeBel, Secretary, 165 Grant Ave., Nutley. 

Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of January, March, May, September and November. 

_ *Secretaries of dermatologic societies are requested to furnish the informa- 

tion necessary for the editor to make this list complete and to keep it up to date. 
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SoUTHERN MeEpIcAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Jack W. Jones, Chairman, 384 Peachtree St., Atlanta, Ga. 
Winston U. Rutledge, Secretary, 332 W. Broadway, Louisville, Ky. 


STATE DERMATOLOGIC SOCIETIES 


CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


Thomas J. Clark, Chairman, 400, 29th St., Oakland. 
George V. Kulchar, Secretary, 450 Sutter St., San Francisco. 


Connecticut State Mepicat Society, SECTION ON DERMATOLOGY 


Maurice J. Strauss, Chairman, 41 Trumbull St., New Haven, Conn. 
Edward A. Abbey, Secretary, 442 Temple St., New York. 


Fiorina Society OF DERMATOLOGY AND SYPHILOLOGY 


J. L. Kirby-Smith, Chairman, 204 Laura St., Jacksonville. 
W. M. Sams, Secretary, 310 Ingram Bldg., Miami. 


LouISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MASSACHUSETTS MeEpIcAL Socrety, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


Harvey P. Towle, President, 453 Marlborough St., Boston. 
Rudolf Jacoby, Secretary, 270 Commonwealth Ave., Boston. 


MepicaL SocIETY OF THE STATE OF NEW YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Albert R. McFarland, Chairman, 227 Alexander St., Rochester. 
Harry-C. Saunders, Secretary, 161 W. 87th St., New York. 
Place: Rochester. Time: May 25-26, 1937. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Abraham Strauss, Chairman, Medical Arts Bldg., Philadelphia. 
L. G. Bembauer, Secretary, 5026 Jenkins Arcade Bldg., Pittsburgh. 


MicHIGAN State Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


G. Warren Hyde, Chairman, 2501 W. Grand Blvd., Detroit. 
Ruth Herrick, Secretary, 26 Sheldon Ave., Grand Rapids. 


MINNESOTA DERMATOLOGICAL SOCIETY 


L. H. Winer, President, 78 S. Ninth St., Minneapolis. 
F. W. Lynch, Secretary, Lowry Medical Arts Bldg., St. Paul. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


Charles P. Bondurant, President, 412 Medical Arts Bldg., Oklahoma City. 
Darrell G. Duncan, Secretary, 914 Medical Arts Bldg., Oklahoma City. 


TexAS DERMATOLOGICAL SOocIETY 


C. M. Griswold, President, 1215 Walker Ave., Houston. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 





DIRECTORY 


LOCAL DERMATOLOGIC SOCIETIES 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


nsburg, President, The Walbert, Baltimore. 
\, Ellis, Secretary, 104 W. Madison St., Baltimore. 


Leon 
Fran 

Bronx DERMATOLOGICAL SOCIETY 
Gross, Chairman, 35 E. 84th St., New York. 


Paul 


Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 
George F. Price, President, 884 Lincoln Pl., Brooklyn. 
Mortimer J. Cantor, Secretary, 907 St. Marks Ave., Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 
BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
{. J. Arnsson, President, 468 Delaware Ave., Buffalo. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 
CENTRAL New YorK DERMATOLOGICAL SOCIETY 
George M. Fisher, President, 264 Genesee St., Utica. 
Rudolph Ruedemann Jr., Secretary-Treasurer, 214 State St., Albany. 
CuHIcAGO DERMATOLOGICAL SOCIETY 
Otto H. Foerster, President, 208 N. Wisconsin Ave., Milwaukee. 
Herbert Rattner, Secretary, 7 W. Madison St., Chicago. 
CINCINNATI DERMATOLOGICAL SOCIETY 
Raymond G. Senour, President, Carew Tower, Cincinnati. 
Leon Goldman, Secretary-Treasurer, Doctors Bldg., Cincinnati. 
CLEVELAND DERMATOLOGICAL SOCIETY 
John E. Rauschkolb, President, 1705 Medical Arts Blidg., Cleveland. 
C. L. Cummer, Secretary, 1010 Hanna Blidg., Cleveland. 
Detroit DERMATOLOGICAL SOCIETY 


W. G. Wander, President, 509 Kresge Bldg., Detroit. 
G. Warren Hyde, Secretary-Treasurer, 2501 W. Grand Blvd., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Harry P. Jacobson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Thomas W. Nisbet, Secretary, 65 N. Madison Ave., Pasadena, Calif. 
Time: Second Tuesday of each month, October to May, inclusive, 


MANHATTAN DERMATOLOGIC SOCIETY 
Isidore Rosen, Chairman, 106 E. 54th St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 
MONTREAL DERMATOLOGICAL SOCIETY 
B. Usher, President, 1538 Sherbrooke St., W., Montreal, Canada. 
Paul Poirier, Secretary, 450 Sherbrooke St., E., Montreal, Canada. 
New ENGLAND DERMATOLOGICAL SOCIETY 


William P, Boardman, President, 388 Marlborough St., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 
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New York AcADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


J. Gardner Hopkins, Chairman, 102 E. 78th St., New York. 
David Bloom, Secretary, 135 E. 50th St., New York. 


New YorK DERMATOLOGICAL SOCIETY 


Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Eugene F. Traub, Secretary, 140 E. 54th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


J. A. Borghoff, Chairman, 1319 Medical Arts Bldg., Omaha. 
Donald J. Wilson, Secretary, 1113 Medical Arts Bldg., Omaha. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Vaughn C. Garner, Chairman, Germantown Professional Bldg., Philadelphia. 
Thomas Butterworth, Secretary, 238 N. 5th St., Reading, Pa. 


PittsBuRGH DERMATOLOGICAL SOCIETY 


Joseph J. Hecht, President, 506 Medical Arts Bldg., Pittsburgh. 
Abraham Fisher, Secretary, 530% Fifth Ave., McKeesport, Pa. 


St. Louris DERMATOLOGICAL SOCIETY 


A. H. Conrad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: Second Wednesday of 


each month. 
San Francisco DERMATOLOGICAL SOCIETY 


L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 





